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PART I. GENERAL 

1. The care of the mentally ill and the mentally defective has a long and 
complicated legislative and administrative history. The Acts which govern present 
practice are, for mental illness, the Lunacy Act, 1890 and the Mental Treatment 
Act, 1930, as amended, and for mental deficiency the Mental Deficiency Acts 
1913-1938 as amended. 

Distinction between mental illness and mental deficiency 

2. As long ago as the reign of Edward II an Act relating to the property of the 
mentally afflicted distinguished between “ lunatics ” and “ natural fools ”, 'but later 
this distinction was lost sight of, and the series of Lunacy Acts passed during 
the 19th Century covered “ idiots ” and “ persons of unsound mind ” together. 
It was not until 1913 that a separate Mental Deficiency Act was passed providing 
for mental deficiency institutions separate from the mental hospitals and for a 
different system of administration of services for the care of the mentally defective. 
The lower grade defectives can still be dealt with either under the Lunacy Acts 
or under the Mental Deficiency Acts and such patients are still sometimes admitted 
to mental hospitals, as distinct from mental deficiency hospitals. 

3. Mental illness .is broadly speaking disorder of a mind which has previously 
functioned normally whereas mental defect is a state of arrested or incomplete 
mental development. A person suffering from mental illness can often 'be restored 
to normal health, whereas, though training can improve the social behaviour of 
a mental defective, the basic defect is more likely to be permanent. 



History of Legislation 

(a) Mental Illness 

4. From early times until the present century, legislation for the mentally 
afflicted was primarily concerned with the protection of the person and his property 
and the safety of the public, and assumed the need for custody rather than 
treatment 



5. During the 19th century responsibility for providing “ asylums ” for “ pauper 
lunatics ” was given to the Poor Law Authorities. The local Justices were responsi- 
ble for licensing and visiting private establishments for the insane outside the 
metropolitan area, specially appointed Commissioners being responsible for the 
same function in 'the metropolitan area. 



6. In 1845 a permanent Board of Commissioners in Lunacy was established 
to exercise general supervision over all arrangements for -the custody of lunatics : 
from this developed the present Board of Control. 



7. The Lunacy Act, 1890, amended and consolidated the law in relation to 
lunatics and, though added to by the Mental Treatment Act, 1930, and amended 
by several Acts, particularly the National Health Service Act, 1946, is still the 
principal Act regulating the certification, detention, care and discharge of the 
mentally ill. It provided for persons of unsound mind to be detained in the care 
of individuals {“ patients in single care ”), in hospitals or houses run by voluntary 
associations or private persons (“registered hospitals” and “licensed houses”) 
in asylums provided by County or County Borough Councils or in public assistance 
institutions. The former County and County Borough mental hospitals, public 
assistance institutions used for the care of the sick including the mentally ill, and 
f? me ° f 'Pnvate registered hospitals, were transferred to the ownership of 
the Minister of Health under .the National Health Service Act, 1946. Four 
ie 5 St 2 ed k° spltaIs and 24 licensed houses still remain as private establishments 
and the arrangements for mental patients to be in the . single care of private 
individuals also remain. * 



8. The Mental Treatment Act, 1930, which followed the report of the Royal 

£ZiSk'° n °J 92 r~ 6 ’ made 11 possible for Patients to obtain treatment in mental 
hospitals as voluntary or temporary patients without a justice’s order but while 

SnvM a ^ dl rt, 0na • pr “ ed “ es fo J tbe admission of patients to mental hospitals were 
o£ * e . P roce dure already existing under the Lunacy 
Acts, which the Royal Commission had recommended, was not attempted. 
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9. The National Health Service Act, 1946, 'brought mental hospitals into the 
National Health Service under the same administration as other hospitals and 
transferred many of the functions previously exercised by the Board of Control 
to the Minister of Health. Its effect on the mental health services was mainly 
to substitute new administrative authorities for the previous ones ; it made little 
change in the detailed procedures for admission and discharge from hospitals and 
other forms of care, except that, by abolishing most of the distinctions between 
“ private ” and “ rate aided ’’ patients, and making all procedures for admission 
and discharge available to both, it gave the relatives of non-paying patients the 
right to secure the patient’s discharge, subject only to the Medical Superintendent’s 
barring certificate. These procedures are still in many ways more analogous to 
those for persons being taken into custody than for .patients being received for 
treatment, and even voluntary patients are subject to formalities which are not 
required when a patient enters any other type of hospital for treatment. (Details 
are given in Appendix A.) 

10. During the last SO years there have been great advances in the medical 
treatment of mental .illness, and the public’s attitude to it has also changed. The 
vast majority of non-voluntary patients are treated and detained in hospitals which 
have long been administered by public authorities and are now owned by a Minister 
of the Crown who is directly answerable to Parliament for the services provided. 
The ancient fear of mental illness has not disappeared but people are readier to 
recognise it as illness which can be treated medically. 67 per cent, of admissions 
to mental hospitals in 1952 were of patients who entered voluntarily and in 
several hospitals the percentage was over 90 per cent. In view of these changes 
the time has come when it seems desirable again to review the procedures for 
admission and detention .in the spirit of the recommendation of the 1924-26 Royal 
Commission that “ the Lunacy code should be recast with a view to securing that 
the treatment of mental disorder should approximate as nearly to the treatment 
of physical ailments as is consistent with the special safeguards which are indispen- 
sable when the liberty of the subject is infringed ". 



(b) Mental Deficiency 

II The mental deficiency services were launched as separate services distinct 
from those for the mentally ill in the Mental Deficiency Act, 1913. This Act 
provided for Ithe supervision by local -authorities of defectives living in the 
community, and where necessary for defectives t-o be put under control with powers 
of detention either by individuals (guardianship) or in institutions managed by 
local authorities or private bodies. The Act provided for close central control 
of these new services by the Board of Control particularly in regard to the 
detention of patients in institutions or under guardianship— power of disiAarge 
(with one exception) -and power to continue Orders were given solely to the Board 
or its Commissioners — and in regard to the reception of defectives into the care 
of other persons even when there was no power of detention. 

12. Most of the mental deficiency institutions were transferred into the National 
Health Service as hospitals vested in the Minister of Health. A few institutions 
(“ certified institutions ”) remain under private control, the majority being run by 
religious bodies, and there are also Approved Homes approved by the Minister 
of Health where private persons receive defectives without powers of detention. 
Other private individuals may receive small numbers of defectives into their care 
if they obtain the consent of the Board of Control. 

13. The Mental Deficiency Act, 1927, amended the 1913 Act in several important 
respects, notably in the definition of mental defectiveness and in an extension 
of the circumstances in which a defective might be sent to an institution or 
guardianship. Both of these are matters which again need reconsideration after 
another 25 years experience, and raise considerable problems. 

14. Since the last Mental Deficiency Act was passed local health authorities 
have been constituted under the National Health Service Act, 1946, with wide 
powers for the care and -after-care of mental defectives (among others). The 
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National Assistance Act, 1948, has given the same local authorities powers to 
provide residential accommodation for those in need because of infirmity and 
a wide range of services for the handicapped. 

15. In the light of 40 years’ experience since the 1913 Act and of the administra- 
tive changes brought about under the National Health Service, there is need for 
reconsideration of the procedures for admission to mental deficiency institutions 
and to guardianship and for detention and discharge, of the provisions for close 
central control of these and other matters, and of the powers and duties of local 
authorities under the Mental Deficiency and other Acts. 



PART n— EXISTING LAW AND ADMINISTRATIVE MACHINERY 

A. GENERAL FUNCTIONS OF AUTHORITIES IN RELATION TO MENTAL 
ILLNESS AND MENTAL DEFECT 

16. This does not purport to be a particular or detailed account of all the powers 
and functions of the various authorities concerned with mental illness or defect ; 
reference will be made in more detail to particular powers and duties in other parts 
of this paper but we set out here in broad terms the general functions of the various 
authorities concerned, those of the Minister of Health and the Board of Control 
being given in some detail. 

17. Local Health Authorities (County Councils and County Borough Councils, of 
which there are 147 in England and Wales) are, broadly speaking, concerned with 
the care of the physical and mental health of the community otherwise than by 
the provision of general medical, dental and similar professional services or hospital 
and specialist services. Section 28 of the National Health Service Act, 1946, gives 
them wide powers in connection with the prevention of illness, including mental 
illness, and the care and after-care of people suffering from illness or mental defect. 
These powers are exercised under schemes approved by the .Minister of Health. 

18. Under the Mental Deficiency Aots, local health authorities are responsible 
for ascertaining what persons in their area are defectives subject to be dealt with 
under the Acts, for providing supervision or guardianship for defectives who need 
and are suitable for these forms of care and for providing training or occupation 
for defectives who are under supervision or guardianship. Authorised officers of 
local health authorities are also responsible for presenting petitions for orders for 
the admission to institutions or to guardianship of defectives who are subject to be 
dealt with in this way, if the parents have not chosen to arrange admission them- 
selves. In practice almost all petitions for orders under Section 6 of the Mental 
Deficiency Act, which accounted for 80 per cent, of all admissions to institutions 
and guardianship in 1952, are presented by these officers. 

19. Under the Lunacy and Mental Treatment Acts, duly authorised officers of 
local health authorities are responsible in certain circumstances for taking steps 
to secure the admission of patients to hospitals. If there are no relatives or 
friends able or willing to take steps themselves, and if the duly authorised officer 
has reason to believe that a person is of unsound mind and is not under proper care 
and control, he has a duty to inform a justice with a view to the making of a 
summary reception order (see Appendix A), and duly authorised officers have similar 
duties in connection with persons of unsound mind wandering at large. They also 
have power to remove such persons in cases of emergency .to hospitals under Section 
20 of the Lunacy Act, 1890 (see paragraphs 48-50), where the patients may be 
detained for a limited period pending examination by a justice. Duly authorised 
officers must sign urgency orders for non-paying patients. Duly authorised officers 
may also, on the request of a relative of the patient, apply for a person’s admission 
to hospital as a temporary patient under the Mental Treatment Act (see paragraph 
43). 

20. Local Education Authorities are responsible for reporting to the local health 
authorities children who are considered to be suffering from a disability of mind of 
such nature or to such an extent as to make them incapable of receiving education 
at school ; local health authorities normally proceed to deal under the Mental 
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Deficiency Acts with children reported to. them as ineducable, either by providing 
supervision or guardianship or by arranging admission to an institution. A cnila 
may be reported as ineducable at any age after the age of two and before school 
leaving age. If the child's development improves later, the report may be with- 
drawn. It is important to distinguish between children reported as ineducable and 
children classified as educationally sub-normal. Educationally sub-normal children 
attend special schools within the education system and do not come under the 
Mental Deficiency Acts unless at any stage it is decided that they are incapable of 
receiving education any longer. A child who has attended school, whether or 
not a special school, may be reported to the local health authority just before leaving 
school to be dealt with under the Mental Deficiency Acts if the local education 
authority are satisfied that the child is suffering from a disability of mind of such 
a nature or to such .an extent that he will require supervision after leaving school. 

Hospitals and other forms of residential care 

(a) National Health Service 

21. Since the coming into operation of the National Health Service Act, 1946, 
the provision of hospitals including mental hospitals and mental deficiency insti- 
tutions has been a duty of the Minister of Health in whom is vested the ownership 
of all hospitals within the .National Health Service. This duty is carried out, subject 
to regulations and to the Minister’s direction, through the agency of Regional 
Hospital Boards who are responsible for the administration of hospital services m 
their area and Hospital Management Committees who are responsible for the manage- 
ment of individual hospitals or groups of hospitals other than teaching hospitals. 
Teaching hospitals are administered by Boards of Governors as agents of the 
Minister subject to regulations and to the Minister’s direction. Hospital Manage- 
ment Committees of mental and mental deficiency hospitals have special powers and 
responsibilities under the Lunacy and Mental Treatment Acts and the Mental 
Deficiency Acts and Regulations in relation to visitation, discharge and absence on 
trial or on licence, which will be mentioned later. As managers ‘ 
in which patients may be ordered to be detained, they are responsible in law for th 
detention of patients. 

22 There were, at the end of 1952, 177 designated mental hospitals, and 3 other 

hospitals approved for the reception of voluntary patients only, vested m the 
Minister, containing 144,537 patients admitted under the Lunacy and Mental Treat- 
ment Acts. Twenty-six other (general and chronic) ? u d ®a^Art 

for the reception of patients m an emergency under Section 20 of the Lunacy Act, 
1890 (see .paragraphs 48-50). 3,740 beds were .provided m general and neurosis 

hospitals and (by the end of 1953) 1,300 beds in long-stay psychiatric annexes (see 
paragraph 41) for the psychiatric treatment of patients outside the provisions of 
the Lunacy and Mental Treatment Acts. 

23 At the end of 1952, there were 151 hospitals vested in the Mmister which had 
been directed to be used as institutions for mental defectives, with 55,171 .patients 
of whom about 5,000 were living on licence outside the hospitals, and Rampton 
and Moss Side Hospitals for defectives of dangerous or violent propensities con- 
taining 1,581 patients. Twenty-six of the 151 hospitals ducted t0 used for mental 
defectives are also designated mental hospitals included m the 177 mentioned 
in the last paragraph. 

(b) Private Hospitals or Homes and Single Care 

24 In addition to hospitals provided under the National Health Service, mentally 
ill patients may be received in registered hospitals, licensed houses or in single care, 
and mental defectives in certified institutions, certified houses and approved homes 
or under guardianship. Section 207 of the 'Lunacy Act, 1890, forbids the licensing 
of new licensed houses. 

•>5 At the end of 1952, there were 4 registered hospitals with 1,226 patients, 27 
licensed houses with 1,807 patients, and 64 mentally ill .patients m single care under 
order or as voluntary patients under the Lunacy and Mental Treatment Acts. There 
were 21 certified institutions for mental defectives with 1,537 patients, 31 approved 
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homes with 725 patients, 3,202 defectives under guardianship and 488 defectives 
living in the care of other private individuals not under order (but notified to the 
Board of Control in accordance with Section 51 of the Mental Deficiency Act, 1913. 

Justices and Judicial Authorities; Visitors appointed by Justices 

26. Apart from admission to mental hospitals under the Mental Treatment Act, 
1930, as a voluntary or temporary patent, admission as a Broadmoor patient and 
admissions for short periods in cases of urgency, a patient cannot 'be admitted to a 
designated mental hospital unless the admission is authorised by an order made by 
a justice or other judicial authority. There are two types of order under .the Lunacy 
Acts, orders on petition and summary reception orders. (In 1953, out of a total 
of 20,499 orders, 1*7 per cent, were orders on petition and 98*3 per cent, were 
summary reception orders.) Judicial authorities authorised to make reception orders 
on petition are justices specially appointed out of their own number by the justices 
of a County or Quarter Sessions , Borough, or a County Court judge or a magistrate. 
Summary reception orders may be made by any Justice of the Peace in respect of a 
person within the area of his jurisdiction and an order with similar effect may be 
made by Magistrates’ Courts in respect of persons who are of unsound mind and are 
found to have committed any act punishable on summary conviction with imprison- 
ment 

27. The same judicial authorities as are authorised to make orders on petition 
under the Lunacy Acts are authorised to make orders on petition under the Mental 
Deficiency Acts sending a defective to an institution or placing him under guardian- 
ship and also to sign certificates in support of the placing of feeble-minded 
defectives by their parents under Section 3 of the Mental Deficiency Act. Orders 
sending a defective to an institution or to guardianship may also be made by 
Courts when an adult defective has been found guilty of a criminal offence punish- 
able by imprisonment or a defective child has been found liable to be sent to an 
Approved School. 

28. The justices in quarter or special sessions are the licensing authorities for 
licensed houses for the mentally ill outside the metropolitan area. Three or more 
justices together with one or more medical practitioners also act as Visitors of 
licensed houses outside the metropolitan area. 

29. The Visitors of licensed houses together with one or more women similarly 
appointed act as Visitors of mental deficiency institutions (both mental deficiency 
hospitals provided under the National Health Service and certified institutions) 
where they have the duty of reporting to the (Board of Control on the occasion 
of the renewal of detention orders, and have power to order the discharge of 
defectives on reaching the age of twenty-one. They perform similar functions in 
relation to defectives placed in institutions under Section 3 of .the Mental Deficiency 
Act (Le. not under order) and in relation to defectives under guardianship. 

30. The Home Secretary may make Orders transferring to mental deficiency 
institutions or to guardianship any person who is undergoing imprisonment (except 
under civil process), or is in an approved school, or is under other forms of 
detention specified in Section 9 of the Mental Deficiency Act, 1913, as amended, 
and is found to be mentally defective. (If a person in similar circumstances is found 
to be of unsound mind he is dealt with by the Home Secretary as a Broadmoor 
patient ; procedures relating to Broadmoor patients are not within the terms of 
reference of the Royal Commission. Appendix F shows under what circumstances 
mentally ill or mentally defective persons may become Broadmoor patients.) 

31. The Lord Chancellor and the Judge and Master in Lunacy (the Court of 
Protection) have wide .powers in connection with persons found to be of unsound 
mind by inquisition (a procedure now rarely used) and in connection with the 
property of certified and temporary mental patients, of other persons including 
voluntary patients who through mental infirmity are incapable of managing their 
affairs, and. of mental defectives in institutions or under guardianship. Further 
reference will 'be made later to the inquisition procedure. 
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32. The Lord Chancellor’s concurrence as well as the Minister of Health s 
approval, is required ,to Rules made by the Board of Control under Section 338 of 
the Lunacy Act, 1890, and Section 15 of the Mental Treatment Act. The Board ot 
Control are required to report to the Lord Chancellor every six months the number 
of visits they have made and number of patients seen, and annually on the Condition 
of all places visited (including the Minister’s hospitals) and on the care of the 
patients therein. 



Minister of Health and Board of Control 

33. The Minister of Health has a general duty under Section 1 of the National 
Health Service Act, 1946, to promote the establishment of a comprehensive health 
service to secure improvement in the physical and mental health of the people of 
England and Wales, and the prevention, diagnosis and treatment of illness. 



34. All the services provided by local health authorities under this Act and under 
the Lunacy and Mental Treatment and Mental Deficiency Acts are subject to the 
Minister’s approval though not to his detailed direction and he has default powers 
in the event of their failing to carry out their functions. 



35 The provision of hospital and specialist services is a duty placed directly 
on the Minister by Section 3 of the National Health Service Act, and the Regional 
Hospital Boards, Hospital Management Committees and Boards of Governors, who 
administer .these services locally, do so as the agents of the Minister and subject 
to his direction. 

36. In addition the Minister has other powers and duties under the Lunacy and 
Mental Treatment and (Mental Deficiency Acts, many of which were transferred to 
him from the Board of Control by Section 49 of the National Health Service Act, 
1946. 



37. The Board of Control is a body corporate whose members (called Senior 
Commissioners) are appointed by the Crown on the recommendation, for the legal 
Senior Commissioner, of the Lord Chancellor and, for other Senior Commissioners, 
of the Minister of Health. The Chairman of the Board is appointed by the Minister 
of Health At present the members of the Board also hold appointments on the 
staff of the Ministry of Health. The Board has many .powers and duties under the 
Lunacy, Mental Treatment and Mental Deficiency Acts and also manages Broad- 
moor Institution, Rampton and Moss Side Hospitals on behalf of the Minister. 
Some of the Board’s functions are exercised subject to approval by or to regulations 
made by the Minister of Health ; others are exercised independently. 

38 The National Health Service Act, 1946, re-arranged the functions of the 
Minister and the Board so as to provide that broadly speaking the administration 
of hospitals, responsibility for the care and .treatment given therein, and supervision 
of the work of the local health authorities should rest with the Minister of Health, 
and the functions of the Board of Control should be broadly concerned with matters 
relating to the liberty of the subject, i.e. safeguards against ill-treatment or wrongful 
detention ; nevertheless there is considerable overlapping as the Acts stand at present 
between the functions of the Minister and of the Board. 

39 The main functions of the Minister and of the Board under the present Acts 
in reiation to mental illness and mental deficiency may be summarised as follows : — 



Main functions of the Minister of Health 

(i) To provide mental hospitals and mental deficiency institutions and medical, 
nursing and other services in connection therewith. 

(ii) To secure the effective provision 'by local health authorities of care and 
after-care under the National Health Service Acts and to supervise the 
administration by local health authorities of their powers and duties under 
the Mental Deficiency Acts. 

80111 A 5 



Printed image digitised by the University of Southampton Library Digitisation Unit 



10 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



(iii) To exercise general superintendence of matters relating to the supervision, 
training, occupation, protection and control of defectives whether in insti- 
tutions or elsewhere, and to make regulations as to the exercise by the 
Board of Control of .their powers under the Mental Deficiency Acts in 
regard to the general supervision, protection and control over defectives. 

(iv) To certify and approve (private) institutions, houses and homes for 
defectives. 

(v) To register (private) hospitals for persons of unsound mind and to approve 
and enforce the regulations of these hospitals ; to license licensed houses for 
persons of unsound mind in the metropolitan area and to make regulations 
for the government of all licensed houses. (The licensing of licensed houses 
outside the metropolitan area, as already mentioned, is a function of the 
Justices.) To approve hospitals, nursing homes or other places for the 
reception of voluntary and/or temporary mental patients, and to approve 
individuals to .take charge of single voluntary patients. 

Main functions of the Board of Control exercised (a) subject to approval by or 
(b) under Regulations made by the Minister of Health or (c) as his agents 

(a) (i) To make Rules prescribing the books to be kept in institutions for 
persons of unsound mind (including the Minister’s mental hospitals) and 
any other place where persons of unsound mind are under care and 
to prescribe what reports, etc., should be sent to the Board. Rules have 
been made which provide inter aha for the Board to receive copies of all 
reception orders, admission documents and other reports on mental patients, 
which are specified in detail in Appendix A. 

(ii) To make rules applying with modifications to voluntary and temporary 
patients certain of the provisions of the Lunacy Act, 1890. 

( b ) (iii) To exercise general supervision, protection and control over defectives ; 
to supervise and inspect institutions, houses and homes for defectives 
(including institutions provided by the Minister as hospitals under the 
National Health Service), and all arrangements for the care, training 
and control of defectives therein. 

(iv) To visit defectives in institutions, under guardianship and elsewhere. 

(v) To direct the transfer of defectives from one institution to another. 

(vi) To receive notices of admission of defectives to any institution or guardian- 
ship, certified house or approved home, together with copies of the reception 
order and supporting documents, medical reports, notices of discharge, 
transfer, escape, recapture and death. 

(c) (vii) To manage on behalf of the Minister the State Institutions for defectives 

of violent or dangerous propensities (Rampton and Moss Side Hospitals), 
and Broadmoor Institution. 

Main functions of the Board of Control exercised independently 

(a) In relation to mentally ill 

(i) Under certain circumstances to discharge patients detained under orders 

made under the Lunacy Acts and temporary and voluntary patients under 
the Mental Treatment Act. (The power to discharge patients who are 
detained is also given under certain circumstances to patients’ relatives, 
members of the Hospital Management Committee of the hospital where 
the patient is detained and to other persons ; details are given in 
Appendix A.) 

(ii) To visit every mental hospital at least once a year and to enquire into 
specified matters and any other matter they think fit. 

(iii) To visit and inspect registered mental hospitals and licensed houses, 
hospitals and homes receiving temporary or voluntary patients and patients 
in single care. 

(iv) To sanction or require amendment of Orders and supporting certificates. 
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(v) To receive and consider Special Reports and Certificates when the medical 
officer in charge of a certified mental patient whether in a mental hospital 
or elsewhere considers that a reception order which is due to expire should 
be continued, and if not satisfied, to arrange for further enquiries to be 
made, and if still dissatisfied in respect of patients in a private hospital 
or house to order the patient’s discharge. 

(vi) On the application of any person, and if the Board think fit, to order 
the examination by two independent medical practitioners of any person 
detained as a person of unsound mind whether in a mental hospital or 
elsewhere. 

(vii) To consent to or order the removal of patients detained under the Lunacy 
or Mental Treatment Acts. 

(viii) To make regulations determining the instruments and appliances to be 
regarded as mechanical means of restraint. 

(ix) To institute proceedings against any person for offences under the Lunacy 
and Mental Treatment Acts. 

(b) In relation to mental defectives 

(ix) The Board of Control must be notified when any mental defective is 
received into the care and control of any other person and the consent 
of the Board is required before any person may take care and control of 
more than one defective except in an institution, certified house or approved 
home. 

(x) To consider reports and certificates submitted when the order under which 

a defective is detained in an institution or under guardianship is due to 
expire and if they think fit to make an order for the continued detention 
of the defective. 

(xi) Commissioners of the Board have power to discharge defectives from 
detention orders at any time. (Apart from the power of the Visitors to 
discharge defectives at the age of twenty-one this power of discharge from, 
orders rests solely with the Commissioners of the Board.) 

B. EXISTING LAW AND ADMINISTRATIVE MACHINERY RELATING TO 
MENTAL ILLNESS 

(a) Community Care 

40. As a part of their services under Section 28 of the National Health Service 
Act, 1946, for the prevention of illness and for care and after-care, local health 
authorities are able to provide services to help those in the early stages of mental 
illness and to provide follow-up services for patients after discharge from mental 
hospitals. The extent to which such work is undertaken varies considerably in 
different parts of the country. 

(b) Hospital treatment outside the provisions of the Lunacy and Mental Treatment 

Acts 

41. Partly because of the reluctance of many patients to enter mental hospitals 
and partly because the present law forbids the admission of patients to designated 
mental hospitals except with the formalities associated with the procedures under 
the Lunacy and Mental Treatment Acts, psychiatric treatment is being increasingly 
provided in other types of hospital. Psychiatric departments of general hospitals or 
special neurosis hospitals receive either as in-patients or as out-patients persons 
suffering from mild forms of mental disorder which do not call for the detention 
of the patient or the exercise of restraint in the course of treatment. In the last 
two or three years some of the buildings at six designated mental hospitals have 
been excluded from the designation in order that they may receive patients outside 
the provisions of the Lunacy and Mental Treatment Acts. In recent years some 
small hospital units commonly known as long-stay psychiatric annexes have also 
been established to receive patients suffering from mental infirmity associated 
with old age who can be treated and cared for without powers of detention, outside 
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the provisions of the Lunacy and Mental Treatment Acts. These annexes may be 
associated with, though not legally part of, a designated mental hospital, and 
under the supervision of the medical staff of tfie hospital, 'but they may alternatively 
be associated with a general hospital specialising in the care of the aged sick. 
There is no essential difference between the treatment given to patients in these 
hospitals and annexes and that given in designated mental hospitals to similar 
patients who have been admitted under the procedures laid down in the Lunacy 
and Mental Treatment Acts. 

(c) Methods of admission to designated mental hospitals, registered hospitals and 
licensed houses 

42. Under the present law patients may be admitted to designated mental hospitals, 
registered hospitals or licensed houses only in accordance with procedures laid 
down in the Lunacy Act, 1890 as amended and the Mental Treatment Act, 1930. 

43. The Mental Treatment Act, 1930 provides: — 

1. For the admission as voluntary patients of persons who wish to submit 

themselves to treatment for mental illness. Such patients sign a simple 
application (often after entering the hospital) ; if the patient is under age 
16 the application, signed by the parent or guardian, must be accompanied 
by a medical recommendation (for details see Appendix A). 

2. For the admission as temporary patients of persons suffering from mental 

illness and likely to benefit from temporary treatment who are for the 
time being incapable of expressing willingness or unwillingness to receive 
treatment. Application for the patient’s admission must be made if possible 
by the patient’s husband or wife or other relative or on their request by 
a duly authorised officer and must be supported by a recommendation signed 
by two medical practitioners (see Appendix A). Temporary patients are 
subject to detention (see paragraph 52). 

44. The Lunacy Act, 1890, as amended provides several procedures for the ad- 
mission of persons of unsound mind to mental hospitals, all of which involve the 
detention of the patient and, except for the procedures for short-term admission 
in cases of emergency, require authorisation by order signed by a justice or other 
judicial authority. 

45. Details of all these procedures are given in Appendix A. 

(d) Hospitals and Homes approved for the reception of voluntary or temporary 
patients 

46. The Minister of Health may approve other hospitals, nursing homes or other 
places for the reception of voluntary and/or temporary patients. Ten nursing homes 
and three of the Minister’s hospitals have been so approved. The procedures for 
admission are the same as for the admission of voluntary or temporary patients 
to designated mental hospitals, registered hospitals, or licensed houses. 



(e) Patients in single care 

47. All the procedures for admission to hospital under the 'Lunacy and Mental 
Treatment Acts described above may be applied to patients received into the single 
care of an individual. A person who wishes to receive a voluntary patient into 
singe care must be approved by the Minister of Health. The consent of the Board 
of Control is required before a temporary patient is received into single care. 



W H °^ tals or parts °f hospitals designated under Section 20 of the Lunacy Act, 

48. Mental hospitals or other hospitals or parts of hospitals vested in the Minister 
may be designated by him under Section 20 of the Lunacy Act, 1890, for the re- 
ception of patients for short periods in case of emergency at the instance of a duly 
authorised officer of a local health authority or a constable. 
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49. A justice who is entitled to make a reception order (see Appendix A) may 
under Section 21 of the 'Lunacy Act, 1890, order a patient to be detained temporarily 
in a hospital designated under Section 20. 

50. “Section 20 beds” are provided in many designated mental hospitals and 
also in general or chronic sick hospitals. Patients admitted at the instance of 
a duly authorised officer or a constable may be detained for 3 days which may 
be extended on the certificate of a medical officer for a further 14 days. Patients 
admitted on the order of a justice may be detained for up to 14 days which period 
may be extended on the certificate of the medical officer for a further 14 days. 
Some patients may need to go on to a mental hospital for treatment as temporary 
or voluntary patients or under a judicial reception order ; others may go on for 
treatment to general or chronic sick hospitals ; sonic recover during the period of 
observation under Section 20 and are discharged. 



(g) Duration ami Continuation of Orders: Period of detention of temporary 

patients 

51. The periods of duration of orders, unless the patient is discharged in the 
meantime, are shown in Appendix A. 

52. When it is considered necessary to continue the period of detention of a 
patient under a reception order which is due to expire, a Special Report and Certi- 
ficate must he made by the medical officer reporting on the mental and physical 
condition of a patient and certifying that the patient is still of unsound mind and a 
proper person to be detained under care and treatment. This Special Report and 
Certificate must be sent to the Board of Control. If the Board considers that the 
special report docs not justify the accompanying certificate, in the case of a patient 
in a registered hospital or licensed house or under single eare, the .Board makes 
further enquiries and if dissatisfied may direct the patient’s discharge ; in the case 
of a patient in a hospital vested in the Minister the Board sends a copy of the 
report: with any other information in its possession to the Hospital Management 
Committee who must then investigate the case and may discharge the patient or give 
such other directions as they think lit. Otherwise the sending of a Special Report and 
Certilicatc to the Board of Control at the appropriate 'lime effects the renewal of the 
order for the periods laid down in Section 38 (41 of the Lunacy Act, 1890. 

53. Application for admission of a temporary patient with the supporting docu- 
ments constitute authority for the detention of the patient for up to six months 
provided he does not in the meantime recover the power of expressing willingness 
or unwillingness to remain. If towards the end of six months it appears that ho will 
not recover within the six months but that his early recovery appears reasonably 
probable, the period may be extended on the direction of the Board of Control for 
further periods not exceeding three months at a time and not exceeding six months 
in all. If at the end of this period the .patient needs to remain for further treatment 
and is unable or unwilling to agree to remain as a voluntary patient, a judicial 
reception order must be obtained ; otherwise the patient must be discharged. 

(ft) Safeguards against improper detention or ill-treatment 

54. Many provisions intended as safeguards against improper detention or ill- 
treatment of patients arc found in the Lunacy Acts and as regards temporary 
patients in the Mental Treatment Act and Rules. Some of these provisions are also 
applied under the Mental Treatment Act and Rules to voluntary patients. Broadly 
speaking, these safeguards are: — 

1. Restrictions on the person who may apply for the admission of the patient 

to a hospital, home or to single care. 

2. The medical certificates and under the Lunacy Acts the judicial orders 

required before a patient maybe admitted. 

3. In connection with the inquisition procedure the right of a patient for the 

enquiry to take place before a jury. 
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4. The powers of discharge given to various persons and authorities and, in the 

case of registered hospitals, licensed houses and patients in single care, the 
duty of those having care of the patient to discharge him on recovery. 

5. The requirements for medical reports, visitation, and the keeping of records 

and for the forwarding of copies of documents and reports to the Board 
of Control for scrutiny. 

Details of the above procedures, other than the inquisition procedure, 
are given in Appendix A. 

6. The right of patients to have letters forwarded unopened to various persons 

including the Lord Chancellor, the Minister of Health and the Board of 
Control. 

7. The right of patients to request a private interview with visiting Commis- 

sioners of the Board of Control or visitors appointed by justices. 

8. The provisions of the Acts and Rules regarding restraint, ill-treatment and 

abuse and the penalties for offences. 

55. 97’ 6 per cent, of mental patients under detention and 95-8 per cent, of 
voluntary patients in England and Wales are now cared for in hospitals under the 
National Health Service belonging to a Minister of the Crown. 

(i) Absence of patients on trial or on leave or for other reasons 

56. The Lunacy and Mental Treatment Acts and Rules contain provisions by 
which a patient may leave mental hospitals, etc., under certain conditions without 
such absence counting as a departure or discharge and without the patient’s return 
having to be authorised as a fresh admission. These provisions are as follows : — 

(i) Short Leave 

(a) Any.,, patient under the Lunacy Acts in a mental hospital vested in the 

Minister may be absent by permission of the Superintendent for a period 
not exceeding four days. This also applies to temporary patients in mental 
hospitals or other hospitals vested in the Minister. 

( b ) Any patient under the Lunacy Acts or a temporary patient in a registered 
hospital, licensed house or other hospital or home not vested in the Minister 
may be absent on permission of the person in charge for a period not 
exceeding 48 hours. 

(c) There is no similar provision for patients under single care. 

(ii) Absence on Trial ( for suitability for discharge) 

(a) Any two members of the Hospital Management Committee of a mental 
hospital vested in the Minister may with the advice of the medical officer 
permit a patient under the Lunacy Acts to be absent on trial so long as 
they think fit. 

Temporary patients in hospitals vested in the Minister may be absent 
on trial with the permission of the Superintendent for such period as he 
thinks fit provided that before permission is granted the approval of the 
person having authority to discharge the patient is obtained unless the 
Superintendent considers there is adequate reason for dispensing with 
such approval. 

Hospital Management Committees may make a maintenance allowance 
to patients on trial not exceeding the cost of maintenance in the hospital. 

( b ) Any patient under the Lunacy Acts in a registered hospital or licensed 
house may be sent out on trial by the Manager for as long as he thinks 
fit, with the consent of a Commissioner of the Board of Control, or 
(registered hospitals only) of two members of the Management Committee, 
or (house licensed by justices) of two of the Visitors. 

Temporary patients in registered hospitals or licensed houses or other 
hospitals not vested in the Minister or nursing homes may be sent on 
trial by the person in charge for such period as he thinks fit provided 
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that permission is obtained from the person having authority to discharge 
the patient (as for short leave — see above) and provided in the case of 
a patient in a nursing home that seven days notice of the impending 
absence is sent to the Board of Control. 

(c) Patients in single care under the Lunacy Acts may be permitted by the 
person in charge, with the consent of a Commissioner of the Board of 
Control, to be absent on trial for such period as may be thought fit. 
Temporary (but not other) patients in single care may be sent on trial 
on the advice of the medical attendant for such period as the person in 
charge thinks fit, provided that the approval of the person having authority 
to discharge the patient is obtained unless the person in charge considers 
there is adequate reason for dispensing with such approval and provided 
that seven days notice of the impending absence is sent to the Board of 
Control. 



(iii ) Absence for Health 

Subject to the same conditions as absence for trial, the following classes of 
patients only may be allowed to be absent for the benefit of their health: 

(i) private patients in registered hospitals or licensed houses, 

(ii) patients in single care under the Lunacy Acts, 

(iii) temporary patients in any form of care. 

Leave for health cannot be granted to patients, other than temporary patients, 
in the Minister’s hospitals ; nor can it be granted to patients maintained at the 
expense of Regional Hospital Boards under contract in registered hospitals or 
licensed houses. 



(iv) Boarding Out 

Patients under the Lunacy Acts in hospitals vested in the Minister may be 
boarded out with a relative or friend if the Hospital Management ^Committee 
are satisfied that the patient will be properly taken care of. The Hospital 
Management Committee may make an allowance for maintenance not exceeding 
the cost of maintenance in the hospital. The patient is in the custody of the 
relative or friend who takes care of him and must be brought back to the 
hospital on the order of the Hospital Management Committee at any time. 

There is no provision for boarding out patients from other hospitals or 
houses nor temporary or voluntary patients. 

57 None of these provisions for short leave or absence have been extended by 
the Mental Treatment Rules to voluntary patients. In practice 
are often allowed to leave hospital for reasonable periods without formality as the 
view has been taken that if a patient leaves the hospital with the intention of 
returning after a reasonable period and has not given formal notice of intention 
to leave under Section 1 (5) of the Mental Treatment Act he can return without 
a new application for admission, his name having in the meantime been retained on 
the books of the hospital. 



(/) Statistics , f 

58. Some statistics showing the number of patients over a period of years betore 
and after the coming into force of the Mental Treatment Act, 1930 and th 
National Health Service Aot, 1946 (which came into operation in July, 1948) are 
given in Appendix C. 

C EXISTING LAW AND ADMINISTRATIVE MACHINERY RELATING TO 
MENTAL DEFICIENCY 



(a) General . , , ^ . . . 

59 Mental defectiveness is defined in Section 1 of the Mental Deficiency Ac , 
1927 as “a condition of arrested or incomplete development of mind exiting 
before the age of 18 years whether arising from inherent causes or induced by 
disease or fnTury”. The section also defines four classes of mental defectives 
i.e., idiots, imbeciles, feeble-minded persons and moral defectives. It may 
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remarked 'that the definition of the fourth category, moral defective, provides that 
a moral defective is a mental defective with particular added characteristics, in other 
words, any person who falls within the definition of moral defective also falls 
within the definition of one of the other classes of defective. 

60. The existence of mental defectiveness does not in itself make a defective 
subject to he dealt with under the Mental Deficiency Acts. The parents or guardian 
of any defective under the age of twenty-one may arrange for him to be put under 
guardianship or in a mental deficiency institution, but otherwise a defective does not 
become subject to be dealt with under the Acts unless he is in need of care and 
attention or in various difficulties specified in Section 2 (1) ( b ) of the Mental 
Deficiency Act 1913, as amended. There is no such restriction on the services which 
a f t authorities may provide under Seotion 28 of the National Health Service 
Act, 1946, but m all fields of care for the mentally defective social considerations are 
at least as important as the defective’s mental condition in deciding what form 
of care is required. 

^L any ^ e ^^ ves live their lives in the general community without being dealt 
wi n under the Mental Deficiency Acts, and some are able to earn their living in 
employment. It was estimated as the result of a detailed survey in 1929 that, apart 
from educationally sub-normal children capable of education in special schools, there 
were 4*68 mental defectives per 1,000 of the total population of England and Wales. 
Any such estimate of incidence tends to beg the question, which we shall discuss 
s of what constitutes mental defect in the higher grades, but taking 4-68 per 
1,000 as a rough estimate of incidence, there would be about 206,000 defectives 
among the present population of 44 million. At the end of 1952 59,000 defectives 
were on the books of mental deficiency hospitals, institutions or homes, of whom 
o U nnn OVer 5 / 000 ™ ere . Iivm 2 , m the community ion licence ; 82,000 including about 
y,UUU awaiting admission to hospitals, were under voluntary or statutory supervision 
or guardianship provided by local health authorities. 

(b) Community Care 

^ 6 L SeC !i° a -?- 0 of the Mental Deficiency Act, 1913, as amended, requires local 
2 P A r T d £ s T™ S10n °I euuteumbip for defectives subject to be 

snifiVr ? “ - d th A 1 'S 10 n °t ne ? d to be sent to institutions, and to provide 
suitable teaming or occupation for defectives who are under supervision or guardian- 
S 5 P ' • P 0Wers are usually exercised under schemes which cover also the 

exercise of the powers of the local health authorities under Section 28 of the 

A2nnc 1 t- He <f lt a- S u rV1Ce ‘k Ct ’ 19 r 46, for the care or afta-care of mental defectives ; 

a® P erf omed under the powers given by Section 28 of the 
National Health Service Act are wider than those which may be performed under 
Section 30 of the 'Mental Deficiency Act and include “ voluntary supervision ” of 
defectives who do not come within the scope of Section 2 of the Mental Deficiency 
Act Section 29 of the National Health Service Act, 1946 gives local health 
authorities power to provide domestic help for households where such help is 
required owing to the presence of a mental defective. P 

63 Supervision usually takes the form of advice and help to the defective and his 
family to enable the defective to maintain a normal life, and may include co- 
* e D ' sa . bl . ement . Resettlement Officer of the Ministry of Labour and 
National Service m obtaining suitable employment for defectives. 

64. Training and occupation are usually provided either in occupation centres 
where defectives attend one or more days a week. Or by home training given bv 
suitably qualified officers who visit the defective in his home. These sendees have 
expanded considerably since the introduction of the National Health Service the 
Decembe^ 195 ™ Patl ° n centres having risen from 100 in December, 1947 to 211 in 

1 , 952 ’ tbe .Minister suggested to local health authorities (Circular 
5/52) that under schemes made under Section 28 of the National Health Sendee Act 
they might arrange for the temporary accommodation of defectives, especially 
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children, in mental deficiency hospitals or other suitable places in times of sudden 
emergency at home such as illness. These temporary admissions to hospital or 
private care are notified to the Board of Control 'but there are no other formalities. 
736 such temporary admissions were arranged in 1952 and 1,201 in 1953. 

66. Local health authorities may contribute financially towards the maintenance 
of defectives under guardianship or placed in temporary accommodation under 
Circular 5/52, but not of other defectives under statutory ior voluntary supervision. 



(c) Residential Care 

67. Residential care may be provided for mental defectives in the following 
ways : — ■ 

(i) Under the Mental Deficiency Acts 

(a) Defectives may be put into the care of a person managing an approved 

home or of any other person, provided that the consent of the Board of 
Control is obtained if more than one defective is received elsewhere than 
in an approved home. Under such arrangements there is no power to 
detain the defective. Some Regional Hospital Boards have contracts 
with approved homes to provide accommodation for defectives who have 
been placed on hospital waiting lists 'by local health authorities and who 
are considered suitable for care without detention. 

(b) Guardianship. The guardian has powers equivalent to those of a father 
over a child under the age of 14. Guardians may with the consent of the 
Board of Control receive more than one defective. Local health authorities 
■may contribute to maintenance. 

(c) Mental Deficiency Institutions. Except for 21 certified institutions which 

were disclaimed by the Minister of Health from transfer under the National 
Health Service Act, all institutions for defectives are now hospitals pro- 
vided under the 'National Health Service. All patients except those admitted 
for short periods as suggested in Circular 5/52 are subject to detention. 



(ii) Under Other Acts 

(a) Under Section 28, National Health Service Act, 1946. Recently a few local 
health authorities have considered the possibility of themselves providing 
residential hostels for defectives (i) to provide short-term care under the 
Circular 5/52 arrangements or (ii) to allow defectives in scattered rural 
areas to 'be brought together for occupation and training, or (ill) to provide 
a home for defectives who are capable of living and working in the com- 
munity but have no other home in which to live and would otherwise 
need to be sent to a mental deficiency hospital or other institution. No 
■such hostels have yet been opened 'by local health authorities. 

(b) Under Section 21, National Assistance Act, 1948. Under the old Poor Law 
considerable numbers of .persons who were mentally defective but had not 
been dealt with under the Mental Deficiency Acts were admitted to public 
assistance institutions and are now to be found in residential accommoda- 
tion provided under Section 21 of the National Assistance Act, 1948 Such 
persons were taken in not primarily because they were mentally defective 
but because they were homeless. Some local authorities are still accepting 
into accommodation provided under 'the .National Assistance Act, defectives 
who are capable of living in the community not under detention hut who 
for one reason or another no longer have a home m which to live, e.g 
defectives who have previously lived with their parents 'but whose parents 
have died. Some authorities accept suitable defectives on discharge from 
mental deficiency hospitals. 

Methods of Admission to Hospitals, Certified Institutions and Guardianship 

68 The procedures laid down in the Mental Deficiency Acts and Regulations 
for the admission, period of detention, visitation and discharge of defectives are 
summarised in Appendix B. 
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69. The Mental Deficiency Acts do not expressly prohibit the admission of de- 
fectives to institutions without these procedures being followed and without powers 
of detention. It will be seen from Appendix D that before 1948 there were consider- 
able numbers of patients not under orders in some institutions, but because of the 
difficulties of treating patients who are not under detention side by side with those 
who are, defectives are not now received in mental deficiency hospitals except under 
order or under Section 3 of the 1913 Act, apart from the defectives received for 
short periods under the arrangements authorised in Circular 5/52. Whether any 
form of voluntary admission for defectives is possible or desirable is discussed in 
paragraphs 116 and 117. 

70. In an emergency defectives may be taken under Section 15 of the Act. to a 
“ place of safety ”, pending presentation of a petition for an order of admission 
to an institution or guardianship. Any mental deficiency hospital or certified 
institution may be used as a place of safety, and so may any other hospital or 
other suitable place willing to receive the patient. 



Duration of detention and Continuation of Orders 

71. Orders made on petition or under Section 8 or 9 of the 1913 Act remain 
in force for a year, at the end of which time if a further period of detention is 
considered necessary a special report and certificate by the medical officer and a 
special report by the Visitors are sent to the Board of Control, who may order 
the continuance of the order for another period of one year. At the end of the 
second year the order may be continued for a period of five years and at five-yearly 
intervals thereafter, the special reports and certificate being sent to the Board of 
Control on each occasion. If the Board do not order the continuance of the 
original order within a specified period on each occasion the order expires. Similar 
procedure is used for reviewing the detention of patients admitted under Section 3 
of the Act 



72. This procedure differs from the procedure for continuing orders for the 
mentally ill under the Lunacy Acts, where the order is automatically extended for 
further periods provided that the necessary report and certificate are forwarded 
to the Board of Control from the medical officer in charge of the patient and 
provided that the Board of Control do not take steps to have the patient discharged. 



Safeguards against improper detention or ill-treatment 

73. The main safeguards contained in the Mental Deficiency Acts against improper 
detention are : — 



1. Restrictions on the persons who may apply for the admission of a defective 

to an institution or guardianship and the need for the consent of the 
parent or guardian except in special circumstances. 

2. The medical certificates and/or judicial order or order of the Home Secretary 

required before admission. 

3. The powers of discharge. 

4. The automatic expiry of the order unless renewed by the Board of Control 

at specific intervals. 

5. The requirements as to visitation. 

6. The requirements as to the keeping of records and the forwarding of copies 

of documents to the Board of Control for scrutiny. 

7. The right of patients to have letters forwarded unopened to various persons 

including the Lord Chancellor, the Minister of Health and the Board of 
Control, 



8 . 

9. 



The right of patients to request a private interview with any visiting Com- 
missioner or Inspector of the Board of Control or Visitor. 

The provisions regarding ill-treatment or abuse and the penalties for offences 
under the Acts. 
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74 It will be seen from Appendix B that the power to discharge a defective 
from an order is given only to the Visitors on the occasion of a defective reaching 
the age of twenty-one, and to the Board of Control at any time. Hospital Manage- 
ment Committees and Medical Superintendents have no power to discharge a 
oatient but they may at any time recommend the Board to discharge. The managers 
of a certified institution, but not of an institution vested in the Minister may 
discharge a defective who has been placed there under Section 3 of the 1913 Act. 

75 It will also be seen that the Visitors appointed by justices have much wider 
functions in relation 'to mental defectives than in relation to the mentally ill. Ihey 
act as Visitors to all mental deficiency hospitals and certified institutions and to 
defectives under guardianship, and are required to interview every defective each 
time it is desired to obtain an order of the Board of Control for the continuation 
of the period of detention, and when the defective reaches the age of twenty-one. 
Members of the Hospital Management Committee are not required toy law to 
see their patients on these occasions, nor to see the special reports and certificates 
made by the Visitors and the Medical Superintendent. 

Absence on leave or on licence 

76 The Superintendent of a mental deficiency hospital or certified institution may 
allow a patient to be absent on leave for a period not exceeding fourteen days. 
He may with the concurrence of two members of the Committee of Management 
allow the patient to be absent on licence for any period. 

77 The guardian of a patient under guardianship may, with the consent of the 
local health authority or of the person who placed the defective under guardianship 
or petitioned for the guardianship order, grant the defective leave of absence tor 
not more than fourteen days or may send him on licence for any period. 

78 Defectives on leave or licence remain subject 'to the order of detention and 
under the control of the institution or guardian and may be recalled to the institu- 
tion or guardian at any time. Conditions for the care of the patient while on 
licence are contained in a model form included in the Mental Deficiency Regulations, 
1948. 

79 The fact that leave is restricted to fourteen days means that any _ patient 
who is sent to his relatives or friends for a holiday of more than a fortnight has 
to be sent on licence. Otherwise licence is normally used in order to enable a 
defective to live in the general community in order to test his suitability for discharge. 
The Minister and the Board of Control have advised the managers of mental 
deficiency hospitals and institutions that they should keep the question of the 
suitability for discharge of .patients on licence constantly under review, and that a 
special review should he held when any defective has been on licence for two years. 
It sometimes happens however that defectives are found able to live m the com- 
munity under the degree of control given by the licence but are considered unfi 
to be discharged completely from any form of statutory control. The Board of 
Control has taken the view that it is not proper under the present Acts for patients 
to be discharged from licence and automatically put under statutory supervision, 
though every encouragement is given to the discharge of suitable patients trom 
licence to be followed by voluntary contact with the local, health authority, it is 
possible under the Acts to arrange for the transfer of a patient from an institution 
or on licence from an institution, to guardianship. Some local health authonties 
however are unwilling to accept the transfer of a patient who has lived successfully 
on licence into guardianship as this would involve in practice a closer degree or 
supervision and control. 

Statistics 

80. Some statistics about mental defectives are given in Appendix D. 
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PART III— PROBLEMS FOR CONSIDERATION 

A. MENTAL ILLNESS 

81. In spite of the introduction of voluntary and temporary treatment under the 
Mental Treatment Act, 1930, the law still makes it more complicated for patients 
to obtain hospital treatment for mental illness in the mental hospitals specially 
equipped for providing such treatment than to obtain treatment in other hospitals 
or for other types of illness. The more formidable procedures under the Lunacy 
Acts may be a positive deterrent to patients and their relatives and may act as a 
drag on progress towards general acceptance of the fact that mental illnesses are 
illnesses which should be treated and may be cured. On the other hand, safeguards 
which inevitably involve formalities and set procedures must be provided when 
treatment is forced on an unwilling patient, and from the very nature of mental 
illness, there will always be some patients unwilling to receive treatment. The 
justification for forcing treatment on a patient must be either that his own judgment, 
being affected by his illness, should be overridden in his own interest or that he is 
a danger to others. Moreover, even when patients are willing to receive treatment, 
the treatment itself may involve some degree of restraint or restriction of liberty. 

82. In our view a fresh assessment of this problem is now needed which should 
be based on acceptance of the following principles : — < 

(a) That hospital, treatment for mental illness should be as freely available 
to patients willing to receive it as treatment for other forms of illness, and 
that no patient willing to receive treatment should be required to undergo 
the procedure designed for those who are not w illin g 

( b ) That procedures for unwilling patients, and for the registration and in- 
spection of hospitals etc. should ibe considered afresh and new procedures 
introduced which should be the minimum necessary to provide essential 
effective safeguards. 

(c) That the administration of mental health services and the functions exercised 

by central and local authorities should not differ from the arrangements 
for other parts of the health services except where there are special reasons 
why they should do so. 

83. Accepting these principles, we submit the following observations and 
suggestions. 



(i) Designation, registration, licensing or approval of hospitals, houses or homes 
84 If seems no longer necessary for the Minister himself to designate those of his 
hospitals which may receive patients under detention for more than short periods 
or to decide which other of his hospitals may receive mental patients in cases of 
emergency or for observation with power to detain for short periods. Both of these 
functions might now, it is suggested, be given to Regional Hospital Boards 



85. The present division of responsibility for the registration, licensing and 
approval of private hospitals and homes for the mentally ill, between the Minister 
and the justices is the result of various historical changes but seems to have little 
to commend it on merits. Under the Public Health Act, 1936, County and County 
Borough Councils, who are now also the local health authorities under the National 
Health Service Acts were given the duty of registering .private hospitals and nursing 
homes other than hospitals and homes for the mentally ill and mentally defective 
wh , os , e , re ^ t ? tl ° n . etc - was a l re ady provided for in the Lunacy, Mental Treatment 
and Mental Deficiency Acts. We feel that the registration or approval of private 
hospitals and homes for the mentally ill and mentally defective is a function which 
S;°“ !d ‘rattsferred, with appropriate powers of inspection, from the 

Minister and the justices to the local health authorities. 



(ii) Voluntary admissions 

F t l tkll l S S ^ d be able t0 °' btain treatment at mental hospitals or homes 

to the u^ual™? We^ 1161118 referred to tbe hos P ital b Y their general practitioner 
in the usual way. We see no reason why any special application should be required, 
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nor why admission and discharge need be notified to any outside authority. The 
Medical iSuperintendent of the hospital may need to 'be given discretion to ask 
individual patients to undertake to give 72 hours’ notice of intention to leave ; such 
an undertaking would give authority for the detention of the patient for that period 
if necessary. 

(iii) Treatment when patient cannot express willingness or unwillingness 

87. It seems desirable to retain some procedure for admission similar to that .pro- 
vided in Section 5 of the Mental Treatment Act. This procedure has not been used 
as widely as originally expected, partly because it is often simpler to arrange for 
a reception order under the Lunacy Act, and partly -because difficulty arises from 
the requirement that a patient may not be retained as a temporary .patient more 
than 28 days after becoming capable of expressing willingness or unwillingness to 
remain. It is often difficult for a doctor to say categorically whether a patient has 
volition or has lost volition when the patient’s condition varies from day to day 
or from hour to hour. 

(iv) Procedures for admission against the patient’s will 

88. All procedures need scrutiny to determine what practical value they have 
as safeguards in the patient’s interest, and it is for consideration whether the forms 
of procedure could be reduced to one for reception -orders and two for urgency 
admissions. The present procedures were originally introduced when different pro- 
cedures were thought necessary for paying and non-paying patients. 

89 The wording of the medical certificate needs consideration. We suggest that 
it should be to the effect that the patient “ is suffering from mental illness and is a 
proper person to be detained for care and treatment 



(v) Inquisition Procedure 

90 The inquisition procedure under which a patient is certified by a ludge in 
Lunacy without any obligation to -obtain medical evidence (though no doubt such 
evidence is in fact obtained) .and -under -which a patient may elect for the enquiry 
to be held before a jury, seems alien to the modern appreciation of mental n In ess 
as an illness. We are informed that an inquisition was held as recently as 1947 ; 
inquisitions are n-ow usually held only when there is some question of access to 
property abroad. We hope that it will be found possible to dispense with this pro- 
cedure. We understand that at the end of 1952 there were 26 Chancery patients in 
England of whom 15 were in hospitals or licensed houses, and 15 in Ireland who 
have property in England. 



(vi) Powers of discharge 

91 One -of Ithe greatest safeguards against the improper detention of a patient 
is the ease with which he can be discharged. Whether discharge is m the patient s 
best interests or not depends on his mental condition and whether he is likely to 
benefit from further treatment, which is of course a medical decision. 

92. Power to discharge detained patients from mental hospitals is already in many 
different hands and we have only two suggestions to make here . 

(a) that power to discharge should 'be given to Medical Superintendents as well 

as to Hospital Management Committees (and similarly, mutatis .mutandis, m 
-private hospitals or houses). In practice t-his would mean that patients 
would normally -be discharged by the Medical Superintendent when treat- 
ment is completed without reference to the Committee, but that the Com- 
mittee could overrule the Superintendent in favour of discharge. 

(b) that visitors appointed by Regional Hospital -Boards should have power to 

discharge any patients in private hospitals or homes or in single care. This 
would extend the present power of Regional Hospital Boards to discharge 
patients maintained alt their expense, and would replace the power of 
visitors appointed by justices to discharge patients from houses licensed 
by justices (which we have suggested should in future be registered by 
local health authorities). 
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(vii) Duration of orders and procedure for continuation 

93. We do not consider that any change is needed in the periods for which orders 
may remain in force, i.e., from first admission 1 year, 1 year, 2 years, 3 years 
and successive periods of 5 years, subject always to the possibility of discharge in 
the interim. 

94. The wording of the continuation certificate needs reconsideration. The 
1924-26 Royal Commission referred on page 163 of their report to the difficulty 
created by the words “ still of unsound mind ” in the case of a convalescing patient. 
They suggested that the certificate should state “ the patient has not fully recovered 
and his continued detention is necessary and proper for his own welfare or for 
the public safety”. We suggest as a wording which would be in line with our 
suggestion for the medical certificate on admission “ . . . is still suffering from 
mental illness and a proper person to be detained for further care and treatment ”. 

(viii) Visitation of patients and inspection of hospitals 

95. All authorities who have power to discharge patients who are under detention 
should have the right to visit them at any time and to inspect the documents which 
provide the authority for detention. The Minister might be given power to prescribe 
by Regulations the minimum frequency with which visits should be paid to patients 
in private hospitals or homes. 

96. The Minister is responsible to Parliament for the care of patients in all his 
hospitals and arranges visits by his officers or through his agents, the Regional 
Hospital Boards, as he thinks fit, and there seems no need for any legal distinction 
to be made in this respect between mental and other hospitals. In practice 
the Minister may consider it desirable to continue the present arrangements for 
regular visits by his own officers to mental hospitals. 

(ix) Documents 

97. The present arrangements for the copying of documents to the Board of 
Control and the visitors serve two main purposes ; first, to permit the scrutiny by 
the Board of Control of all documents which constitute authority for a patient’s 
detention ; secondly to inform those with the duty of visitation of the admission or 
departure of a patient to or from a particular hospital or other place. 

98. The scrutiny of documents by the Board of Control and their power to 
have documents amended is considered by some to be an important factor in the 
preservation of high standards of integrity by the doctors and judicial authorities 
who sign the certificates and orders on which a patient’s detention is authorised 
and continued. It certainly helps to ensure that sufficient facts are recorded in 
the certificates to justify detention, but unless and until it is followed by a visit 
to the patient it can be no guarantee that the facts as recorded are correct. In 
the unlikely event of a person attempting to put a relative away in a mental hospital 
and being able to obtain false medical certificates in order to deceive a justice, the 
patient’s true condition should soon be apparent to the medical staff of the hospital, 
but the admission documents if in proper form would not be challenged on being 
read in the offices of the Board of Control. Although the Board not infrequently 
questions a certificate as giving insufficient evidence of insanity, the result is almost 
invariably the amendment of the certificate, not the discharge of the patient. More- 
over, even if a bad order is not questioned by the Board, that in no way protects 
the managing committee of the hospital from liability for the improper detention 
of the patient 

99. The number of documents received by the Board of Control each week is 
shown in Appendix E. It is doubtful whether the time spent in scrutinising and 
filing these documents is justified by the value of the scrutiny, which as we have 
suggested may be more apparent than real. We do not wish to suggest however 
that scrutiny of documents by officers of the central department should be com- 
pletely abandoned. Our view is that all admission documents should be carefully 
scrutinised by the managing committee of the hospital or by their officers, i.e„ 
by the body responsible for the actual detention of the patient, and that the 
committee should themselves receive the special report and certificate for the 
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continuation of an order. These documents, together with the patient’s hospital 
medical record (which should always include the result of an examination within 
7 days of admission) should be kept at the hospital, available for inspection by 
officers of the central department (see paragraphs 135-6) who would visit each 
hospital as often as they consider necessary to make enquiries about the detention 
of any patient, to “ audit ” the documents and to interview any patient under 
detention they think fit, or any patient who wishes to be interviewed. 

100. Similar arrangements could apply to private hospitals and homes, where 
the duty to visit and the power to inspect records and to interview and discharge 
patients should be given to visitors appointed 'by the Regional Hospital Board as 
well as to officers of the central department. 

101 The only documents which it might be desirable to have sent to the central 
department under this system would be notices of the admission and discharge, 
departure or death of patients under detention, in order that a record of the patients 
under detention at each hospital or home or in single care might be available 
centrally. The central department should also 'be able to call for copies of 
documents from public or private hospitals or homes if it wished, and the Regional 
Hospital Board to call for documents from private establishments. 

102 It seems unnecessary for statutory notice of the death of every mental 
patient to be sent to the coroner ; the ordinary hospital practice of notifying deaths 
only when there are unusual circumstances would seem sufficient. 

(x) Absence on leave or trial and boarding out 

103. Public and private hospitals should 'be able to allow any patient, whether 
or not under detention, to 'be away from the hospital for as long as they think 
fit and there should be no limitation on the purposes for which this may be 
arranged. The managers of hospitals should have authority to make maintenance 
grants where necessary, and to arrange for the boarding out of any class ot patient. 



B. MENTAL DEFICIENCY 

104. The chief problems arising in connection with mental deficiency fall under 
three heads : — • 

(a) the definition and diagnosis of mental defect, 

(b) the possibility of extending the forms of care and treatment which can 

' ’ be given without placing the defective under detention and the distribution 

of functions between authorities, and 

(c) questions of procedure and other related matters. 

Definition and Diagnosis of mental defect 

105 Mental defectiveness is probably the only medical condition or diagnosis 
which Parliament has attempted to define by statute. (There is no definition in 
the Lunacy or Mental Treatment Acts of what constitutes unsound mind or 
“mental illness”). But mental defect may be considered a relative rather than an 
absolute condition ; it includes the lower end of the natural distribution of mental 
capacity : where the upper limit of mental defeot should be set depends on the 
atfitud/ and habits ot society ; one society or civilisation may regard a person 
with a certain degree of mental capacity as a high-grade defective, while another 
society or civilisation may accept a person of similar capacity as falling m the 
range of normality. Because of this, and because of the restrictions which the 
law places on the liberty of mental defectives, it has been considered necessary 
for a definition to be included in the law. 

106 The present definition consists of a description of mental defect in broad 
terms (“ a condition of incomplete or arrested development of mind existing before 
the age of 18 years, whether arising from inherent causes or induced by disease 
or injury ”) coupled with a description of four classes of mental defectives classified 
according to the effect of varying degrees of defeot on their social ability, behaviour 
or needs. 
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107. There is little difficulty m diagnosing mental defect in the two lower gr 
of defectives, i.e., idiots and imbeciles. But when it comes to the higher gr , 
approaching the lower limits of “ normality many difficulties arise toihB fir 
place, there is the question what the word mind should be held to cover. It is 
generally accepted that it must extend beyond intelligence, and cover other aspects 
of personality and behaviour. This has been explicitly recognised m regard to 
children who are to be reported as ineducable, in Section 57 (4) of the Education 
Act 1544 which provides that “ a child shall be deemed to be suffering from 
disability of mind of such a nature and extent to make him mcapable of receiving 
education at school not only if the nature and extent of his disability are such 
as to make him incapable of receiving education, but also if they are such as 
to make it inexpedient that he should be educated in association with other children 
either in his own interests or in theirs ”. It seems clear too that it was the intention 
of the 1913 and 1927 Acts that abnormal and anti-social behaviour apparent Horn 
an early age might connote a condition of arrested or incomplete development 
of mind in a person whose mental capacity measured by ordinary intelligence 
standards was not sub-normal. Anti-social conduct in an adult may be deliberately 
calculated, but it is generally recognised that sometimes social failure is due to 
mental weakness where, for example, a person who commits crimes seems incapable 
of benefiting from experience, is incorrigible, showing no feeling of guilt or remorse 
and— this is crucial— has a history of troublesome behaviour in childhood or youth. 
Many such have been certified under the Act as mentally defective, and numbers 
are to be found in mental deficiency hospitals, the more difficult at Ramp ton and 
Moss Side. The wording of the Act, however, particularly the separation of the 
two classes “ feeble minded ” and “ moral defective ” and the definition of the 
latter as a person with certain propensities superimposed on mental defectiveness 
has left in the minds of some a doubt as to whether some degree of sub-normal 
intelligence is not a condition precedent to ascertainment as a mental defective 
subject to be dealt with under the Act. There is need for clarification. 



108 Moreover, intelligence, personality and behaviour are difficult to measure 
or assess and if in addition the diagnosis is to depend not only on an assessment 
of one or more of these factors at the time of examination but also on an assessment 
of conduct in early years, and if also the condition of the person under examination 
is to be such as to necessitate his care, supervision and control for his own protection 
or for the protection of others, it is clear that however the definition is worded m 
law there will be a wide borderline where the diagnosis may theoretically be 
challenged or in doubt. The need is to find a definition that will allow doctors 
to treat those in whom they recognise mental weakness as the cause of social 
failure, without drawing the definition in such wide terms that it is meaningless 
or open to abuse. In this connection the Royal Commission may care to examine 
the provisions of Section 19 of the Mental Health Act (Northern Ireland), 1948. 



Possible Extension of cave and treatment without detention, and distribution of 
functions between authorities 

109. The present Mental Deficiency Acts place great emphasis on admission to 
institutions or to guardianship as the main forms of care ; supervision in the general 
community without detention is not mentioned in the early sections of the 1913 
Act in which various methods of dealing with defectives are set out. It is not 
until the duties of local health authorities are reached in Section 30 that supervision 
is mentioned as the first step after ascertainment for all defectives for whom this 
provides sufficient protection. In practice there are now many more defectives 
under voluntary or statutory supervision than in institutions or guardianship, and 
we consider it important that the possibility of providing adequate care by super- 
vision, occupation and training in the community should always be considered before 
steps are taken to send a defective to a mental deficiency hospital or other institution. 

1 10. Apart from guardianship, which is comparatively little used, residential care 
for defectives under the Mental Deficiency Acts is provided— apart from the 
small number of private institutions and homes — only in the institutions which 
are now hospitals under the National Health Service. As we have mentioned, 
some local health authorities have thought of using their wider powers under 
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Vi the aeneral community without more medical attention than can be given by 
^neral nractitS and who can be adequately cared for by receiving in 
addition tin? same degree of supervision as local health authorities give to defectives 

homes would be : — , . £ -*• 

(a) Those who for one reason or another cannot live with their own families 
’ but do not need the nursing attention or more intensive residential training 
under specialist medical supervision which, under our present suggestion . 
h would be ' the main function of the hospitals to provide. This would 
include defectives who have previously lived with relatives but whose 

homes have broken up e.g. on the death of the parents. 

rM Defectives who have received training in hospitals and have been stabilise 
CW and “on Hcenee or have been discharged, and who have no other home 
in which to live. , 

restraint for any reason. 
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category in any one local health D o S i t i 0Q to establish such homes, though 

sSfable^^rtiyes migh^perhaps be sent?o them from other areas by arrangement 
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powers of detention. 
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(u) What we may call the true toptal fiction ^^/Sgtor 

W Hospitals would continue to ^^SSSS^ — « 

needed to he under detention 

for any other reason. 

114. We consider it desirable 

cL“ g ofc« males hospital care no longer necessary. 
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would not be right to give the defective liberty to enter and leave the hospital at 
will if that meant liberty to return to a home where he would be taken advantage 
of, and in practice it would not be possible to restrict the parents’ power to remove 
the defective without also withholding the defective’s own liberty to leave. Whenever 
the home is a bad one therefore, there must be powers of detention. There must 
also be limitations on the defective’s liberty when his own condition or behaviour 
makes it otherwise impossible to treat or train him. 

116. We feel however that it would be desirable to extend the principles of 
Section 3 of the 1913 Act, so that parents could arrange for the admission of 
defectives of any age or grade on medical recommendation and would be free to 
remove them at any time ; details are discussed below. It is questionable whether 
cases would ever arise tin- which the defective himself wished to apply 'for admission 
to hospital, 'but we see no reason 'why this should not be possible in law. 

Questions of procedure and other related matters 

(i) Certification or approval of private institutions or homes and consent to 
reception of defectives by other persons 

117. We have already suggested (paragraph 85) that the function of registering 
and inspecting private hospitals and homes for the mentally ill should be trans- 
ferred to local health authorities. We suggest that it would be appropriate for 
the certification of certified institutions and the approval of approved homes (at 
present a responsibility of the Minister) and the power _ to consent to the reception 
of small numbers of defectives (at present a responsibility of the Board of Control) 
to be transferred to local health authorities. 

118. We doubt if it is necessary to preserve the distinction between certified 
institutions and certified houses. There are at present no certified houses in 
existence. We suggest that iiit would be sufficient lor the law to provide for one 
type of private home, "whether or not conducted for profit, where patients could 
be received under detention (certified institutions) and one type where there would 
be no power to detain (approved homes). 

(ii) Methods of admission to mental deficiency hospitals, certified institutions 
and guardianship 

119. We have already suggested that the principle of admission with the parents’ 
consent should be extended to cases not .at present covered by Section 3 of the 
1913 Act. The procedure we suggest is that the parent or guardian of a defective 
of any age or grade could apply for his admission to hospital, on the recommenda- 
tion of two doctors one of whom should be approved 'by the local health authority 
for making such recommendations. We hope that this would become the normal 
method of admission when parents are willing and that local health authorities 
after deciding that adequate care cannot be given under supervision and that 
admission to guardianship or hospital is necessary, would help parents to. arrange 
admission in this way. 

120. Admission on the order of a judicial authority would then be the normal 
procedure in the first instance only when the parents did not wish to proceed as 
suggested above. 

121. We have .already explained how important we feel it is that the possibility 
of providing .adequate care oi control for a defective by supervision in the com- 
munity should always be considered before steps are taken to send him to a 
hospital or other institution or guardianship. This raises the question of the pro- 
cedure for dealing with defectives who come before the Courts. Section 8 of the 
1913 Act contemplates institutional care or guardianship as the only suitable forms 
of care, but it is possible that some of the defectives who come before the courts 
for minor offences could be adequately dealt with under statutory supervision. 
At present two courses of action .are open to the Courts under 'Section 8 (apart of 
course from dealing with the offender in ithe normal way) ; they may either (a) 
direct that a petition, be presented for an order for the defective’s admission to an 
institution or to guardianship under ‘Section 6 or (6) (they may themselves make 
an order >with similar effect. It seams desirable to ensure that in such cases full 
consideration is given to the question what form of care best meets the needs of 
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the individual defective, and Section 8 (1) ( a ) miglht 'be amended to allow the 
Court ito direct the local health authority to deal with the defective under the 
Mental 'Deficiency Acts by arranging the form of care which the local health 
authority consider most suited to the individual case ; this might take the form 
of statutory supervision, or the parents might be willing to apply for the defective s 
admission to hospital (or guardianship) under ithe procedure suggested above, or 
the local health authority could petition for a judicial order under Section 6. 
It is to be expected that the Section 8 (1) (a) procedure would 'be 'followed in all 
cases of minor offences. 

(iii) Discharge from hospitals, institutions and guardianship 

122. The close central control of the discharge of defectives which was embodied 
in the 1913 Act still operates, but in our view this central control which may have 
been necessary when the mental deficiency services were first established is no 
longer essential. We agree that a residual power of discharge should be retained 
by the central department (see paragraphs 135-6) but we suggest that power to 
discharge should also be given as follows : — 

1. When the patient has been admitted on the application of parent or guardian, 
the parent or guardian should be able to remove him at any time without 
giving notice to the Central Authority. 

2 In a hospital vested in the Minister, .power to discharge any patient should 
be given to the Hospital (Management Committee and to the Medical 
Superintendent. 

3. In private institutions receiving patients under detention, power of discharge 

should be given to the managing committee, the medical officer and the 
Regional Hospital Board. 

4. In guardianship cases, the local health authority should have power to 

discharge. 

5 When the patient has been admitted under order, the parent or other appro- 
priate relative and the patient himself should have a statutory right to 
apply to the management committee (or in guardianship cases to the local 
health authority) for the patient’s discharge to be considered. This might 
give rise to applications which might become vexatious because or repeti- 
tion and it would be necessary to consider whether this risk should be 
.accepted or whether committees should be protected by a provision that 
they should not be obliged to consider applications which they consider 
vexatious on these grounds. 



(iv) Visits to patients 

123. The visitors appointed iby justices to act as visitors of licensed houses under 
the "■Lunacy Acts, together with one or more women similarly appointed, act as 
visitors to all patients in mental deficiency hospitals and institutions and under 
cuardiamshiitp We have suggested that the justices should be replaced as the 
licensing authorities for licensed houses .by the focal health authorities and that 
Regional Hospital Boards should be given the power to discharge and the duty 
to visit patients in private hospitals and homes for the mentally i'll, the visitation 
of patients in 'the Minister’s mental hospitals remaining as at Present fte respon 
sibility of the Hospital Management Committee. We suggest that the V sitation 
of patients in the Minister’s mental deficiency hospitals should also be left m the 
hands of the Hospital Management Committees. 

124. As regards certified institutions we suggest that the duty to visit patients 
should Ibe placed on visitors appointed by Regional Hospital Boards, and that 
visits to patients under guardianship should be left m the hands of visitors appointed 
by the local health authorities. 

125 Visits to defectives in approved homes or in the care of other approved 
persons should, we suggest, be .paid Iby persons acting for the local health authorities. 

126 The central department (see paragraphs 135-6) should also retain the right 
to visit any defective and to order a visit to any person alleged to be a defective, 
in any place. 
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(v) Duration of period of detention unless patient is discharged in interim 

127. We suggest that the periods for which orders should; run should be the 
same as for mental patients, i.e., one year, one year, two years, three years and 
successive periods of five years. 

128. We also suggest that a limit should be placed on the period for wlhich. a 
defective can be detained in an emergency under Section 15. A suitable period 
might be two months or a longer period if steps have already been taken to deal 
with the defective in some other way. Supervision should always be considered 
as a .possible method of providing care for such defectives, not only admission to 
hospital or guardianship. 

(vd) Procedure for continuation of orders 

129. Here again we suggest that the present close central control might be relaxed 
and procedure adopted similar to (though not identical with) that which operates 
in mental hospitals. We suggest that the Hospital Management Committee, or 
in the case of certified institutions the Regional Hospital Board or in cases of 
guardianship the local health authority, on each occasion should consider reports 
from the Medical Superintendent (or medical officer where the Superintendent is 
not medical) on the patient’s condition and from ithe local health authority on the 
means of care and supervision which would be available if' he were discharged. 
After considering these reports the Committee, Board or local health authority 
respectively should have power to extend the period of detention for the periods 
suggested in (v) above. 

130. The procedure could apply to all patients, whether admitted under judicial 
orders or at the request of the parent or guardian. 

(vii) Documents 

131. Our comments and suggestions in paragraphs 97-99 apply also to docu- 
ments regarding mental defectives. 

132. We also suggest that the notification of recaption of defectives not under 
detention, whether in approved homes or elsewhere, which are at present required 
to be sent to the Board of Control, should be sent instead to the local health 
authority. 

(viii) Licence and leave of absence 

133. It may be desirable to extend from 14 days to say one month the period 
of absence on leave which may be permitted to patients in hospitals or institu- 
tions on the authority of the Superintendent without reference to the Committee. 
This would cover most periods of absence on holiday. 

134. We consider that the system of sending patients on licence as a form of 
trial for discharge, without breaking the detention order, is valuable and should 
be retained. If it is made possible for the Hospital Management Committee to 
discharge suitable patients to statutory supervision and if local health authorities 
provide residential homes for defectives in the community, as we have suggested, 
it should be possible for patients who succeed on licence to be discharged within 
reasonable time. 



C. THE CENTRAL DEPARTMENT 

135. As we have shown, the present functions of the Minister of Health and 
or the Board of Control are closely interlocked, particularly since the Minister has 
become directly responsible for the hospitals where the great majority of those 
2S!5Li Pat TS tS f and Rental defectives who are under detention are treated and 
detained. The < functions of the Board of Control have progressively diminished 
as the responsibility of other .public authorities, both local and central for the 
care of the people s mental and physical health has developed during the course 
of the present century. Under the National Health Service Act all the Board’s office 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF MINISTRY OF HEALTH AND BOARD OF CONTROL 



29 



staff were transferred in 1948 to the staff of the Ministry of Health, who now lend 
staff to the Board for the exercise of the Board’s independent functions. Some of the 
suggestions we have made for removing some of the remaining differences between 
Se® administration of mental and other health services for entrusting 
sibilitv to the hospital and other local authorities and for recognising the Minis 
ter’s direct responsibility for hospital care and treatment would further affect 
the functions of the Board, as some of the Board s present functions would be 
absorbed in the wider functions of the Minister and most of their remaining 
powers would be shared by other authorities and would be used by the Board 
only when the other authorities failed to use them. 

136. It seems to us important that there should continue to rest with some inde- 
nendent persons at the centre an, overriding 'power of discharge of patients who 
are unde? detention with such powers of visitation and inspection of document 
as are needed to enable them to exercise this function. For thus residual function 
the title Board of Control would seem inappropriate. The most suitable course 
might be for this function to 'be vested by statute in Commissioners who might 
be appointed by or on the nomination of the Minister. While the Commissioners 
woukTlxercise the powers of discharge entirely independently, it might be con- 
venient for them to discharge on behalf of tie Minister other functions in con- 
nection with his responsibilities for mental health, as at present. 
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APPENDIX C 

Statistics of Mental Patients (excluding Broadmoor Patients and Patients in H.M. Forces) 

Numbers of patients resident at end Admissions during year (excluding , , 

of year under Lunacy and Mental admissions under Sections 20 and 21 Discharges (other than Deaths or 
Treatment Acts Lunacy Act, 1890) 5 Transfers) during year 
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It should be noted that these figures take no account of the duration of stay of patients who 
died in hospital during the year. Such information is not at present available in a comparable 
form, but it would be possible to ask the General Register Office to supply it, if desired. 
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APPENDIX D 

Numbers of Mental Defectives under Care, 1929-1952 





Admitted 
under 
Section 3, 
M.D. Act, 
1913 


Jnder Orders 
(Sections 
6-8-9) 


Not under 
Orders 


Total 


1929 

Rampton and Moss Side Hospitals ... 
Certified and Approved Institutions 
and Houses 

Approved Homes and Notified 

Guardianship 

Statutory Supervision 

Voluntary Supervision 


10 

2,172 

30 


874 

20,429 

1,561 


1,714 

724 

22,706 

20,032 


884 

24,315 

724 

1,591 

22,706 

20,032 


Total 


2,212 


22,864 


45,176 


70,252 


1938 

Rampton and Moss Sido Hospitals ... 
Certified and Approved Institutions 

and Houses 

Approved Homes and Notified 

Guardianship 

Statutory Supervision 

Voluntary Supervision 


12 

1,443 

18 


1,463 

40,827 

4,513 


1,638 

981 

39,009 

26,006 


1,475 

43,908 

981 

4,531 

39,009 

26,006 


Total 


1,473 


46,803 


67,634 


115,910 


1947 

Rampton and Moss Sido Hospitals ... 
Certified and Approved Institutions 

and Houses , 

Approved Homes and Notified 

Guardianship 

Statutory Supervision 

Voluntary Supervision 


9 

1,300 

10 


1,618 

49,316 

4,957 


1,492 

900 

437719 

23,242 


1,627 

52,108 

900 

4,967 

43,719 

23,242 


Total 


1,319 


55,891 


69,353 


126,563 


1949 

Hospitals vested in the Minister:— 

(a) Rampton and Moss Side 

lb) Other hospitals 

Certified Institutions and Houses ... 
Approved Homes and Notified 

Guardianship 

Statutory Supervision 

Voluntary Supervision 


10 

1,353 

180 

8 


1,580 

49,918 

1,453 

4,083 


1,092 

322 

1,065 

47,158 

24,654 


1,590 

52,363 

1,955 

1,065 

4,091 

47,158 

24,654 


Total 


1,551 


57,034 


74,291 


132,876 


1952 

Hospitals vested in the Minister : — 

(a) Rampton and Moss Side 

(b) Other hospitals 

Certified Institutions ... ... 

Approved Homes and Notified 

Guardianship 

Statutory Supervision 

Voluntary Supervision 


10 

2,207 

33 

4 


1,571 

52,694 

1,494 

3,198 


270 

10 

1,213 

56,140 

22,763 


1,581 

55,171 

1,537 

1,213 

3,202 

56,140 

22,763 


Total 


2,254 


58,957 


80,396 


141,607 
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APPENDIX E 



Documents received by Board of Control, January, 1954 
The following are the average number of documents received per week in the four weeks 
ending 30th January, 1954. 



A. MENTAL ILLNESS 

1. Documents scrutinised by Commissioner-on-duty ( medical or legal ) 

(a) Notices of admission of certified and temporary patients, together with 

copies of order and/or supporting medical and other statements ... ... 

‘ ( b ) Medical statements (on patient’s condition within 7 days of admission) ... 

(c) Special Reports and Certificates, for continuation of orders 

(d) Notices of Death 

2. Documents not scrutinised by Commissioner-on-duty 

(e) Notices of admission of voluntary patients 

(/) Notices of departure of voluntary patients ... 

te) Notices of discharge of certified or temporary patients ... 

(A) Notices of removal and class-to-class transfers 



481 

461 

735 

381 



1,122 

937 

368 

31 



B. MENTAL DEFICIENCY 

1. Documents scrutinised by Commissioner-on-duty 

(a) Notices of admission, with copies of order and/or supporting medical and 

other statements 58 

( b ) Notices of transfer and transfer admissions 56 

(c) Notices of death 21 

(d) (In Quarter ended 25th December, 1953) Special Reports and Certificates, 

in support of application for continuation orders (3,862) 

2. Documents not scrutinised by Conunissioner-on-duty 

(c) Notices of escapes and recaptures 41 

Id) Decisions of visitors on defectives at age 21 3 

( e ) Notices of discharge 44 



APPENDIX F 

Broadmoor patients and other mentally ill or mentally defective persons charged 

WITH OR FOUND GUILTY OF CRIMINAL OFFENCES 

The term “ Broadmoor patient ” was substituted by Section 62 (2) of the Criminal Justice 
Act, 1948, for the temi “ criminal lunatic”. It includes persons found insane on arraignment, 
found guilty but insane, and persons found to be insane while serving a term of imprisonment. 
The expression “ insane ” is broadly interpreted by the Courts and occasionally a mental 
defective may be found insane on arraignment or guilty but insane. (The recent Royal 
Commission on Capital Punishment has recommended that mental deficiency should be expressly 
assimilated to insanity in these circumstances). 

Broadmoor patients may be sent to any mental hospital, not only to Broadmoor Institution. 
When a Broadmoor patient’s prison sentence expires, if he is still of unsound mind and unfit 
to be at large a justice’s order for his detention as a mental patient in a mental hospital may be 
obtained under Section 7 of the Criminal Lunatics Act, 1884, which has the same effect as a 
summary reception order under the Lunacy Acts. 

The following table shows the various methods of dealing with mentally ill or mentally defective 
persons charged with or found guilty of criminal offences. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF MINISTRY OF HEALTH AND BOARD OF CONTROL 



39 





Person suffering from mental 
illness 


Person suffering from mental 
defect 


1. Found insane on arraign- 

ment. 

2. Having stood trial, is found 

guilty but insane. 


Ordered to be detained during 
Her Majesty’s pleasure, and 
may be detained in a mental 
hospital as a Broadmoor 
patient. 


As for persons suffering from 
mental illness. * Alterna- 

tively, may be transferred to a 
mental deficiency institution 
(or guardianship) by order of 
Secretary of State under 
Section 9 of Mental Deficiency 
Act, 1913. 


3. On conviction by Court of 
competent jurisdiction of 
any offence punishable 
with imprisonment, or if a 
child on being found liable 
to be sent to an approved 
school. 




(а) * Court may postpone pas- 
sing sentence or making 
order for committal to 
approved school, and direct 
that a petition be presented 
for an order under Section 
6, Mental Deficiency Act, 
that he be sent to an institu- 
tion or guardianship. (M.D. 
Act, 1913, Section 8 (1) ( a )) 
or 

(б) * Court may itself make an 
order sending him to mental 
deficiency institution or 
guardianship. (M.D. Act, 
1913, Section 8 (1) (6)). 

Before acting under (a) or (b) 
the Court may adjourn case 
for medical examination and 
report under Section 26, 
Magistrates’ Courts Act, 1952. 


4. On being found by a Magis- 
trates’ Court to have 
committed an offence 
punishable on summary 
conviction with imprison- 
ment. 


* Court may make order for 
reception and detention in 
mental hospital (Section 30, 
Magistrates’ Courts Act, 
1952), sometimes after re- 
mand for medical examina- 
tion and report under Section 
26 of same Act. 




5. Where any Court is satisfied 
on medical evidence that 
mental condition of an 
offender requires and may 
be susceptible to treatment 
but is not such as to justify 
his being certified as a 
person of unsound mind or 
as a mental defective. 


*Jf Court makes probation 
order, it may make it a condi- 
tion of probation that 
offender shall submit to 
treatment for a period not 
exceeding 12 months. For 
this purpose, patient may 
enter hospital as a voluntary 
patient. (Criminal Justice 
Act, 1948, Section 4.) 




6. On being found to be of 
unsound mind or mentally 
defective while in prison or 
(mental defectives only) in 
an approved school <pr 
other place specified in 
Section 9, M.D. Act, 1913 
as amended. 


May be transferred by Secre- 
tary of State to a mental 
hospital as a Broadmoor 
patient. Patient ceases to be 
Broadmoor patient when 
term of imprisonment expires. 


* May be transferred by order 
of Secretary of State to a 
mental deficiency institution 
or guardianship. (M.D. Act, 
1913, Section 9.) Before 
expiry of term of imprison- 
ment etc., patient may not be 
set at large without consent of 
of Secretary of State (Criminal 
Justice Act, 1948, Section 64.) 



* These are not Broadmoor patients. 
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Examination 

1. (Chairman): We axe extremely grate- 
ful to you for 'the extremely full, weighty 
and' 'provocative memorandum you have 
circulated to us. Would you like to ex- 
pand that in any respect?— —{Mr. Armer ): 

I do not think I 'have much to say in ex- 
pansion, Mr. Chairman. The document 
itself explains the reasons why the Govern- 
ment thinks there should be a full enquiry, 
and the points that we wish to put before 
the Royal Commission are, I think, all 
in the document. 

2. Then I will begin so far as I can to 
ask questions. May 1 begin by one or two 
general questions which may not arise suffi- 
ciently on the memorandum before I begin 
on the memorandum. In the first place the 
statistics. In order to geit a general view 
of the bulk of the problem we are dealing 
with, have there been any significant 
changes since 1952 in the numbers under 
treatment, ascertained, and so’ on, or can 
we take 1952 as a representative 

figure? Yes, I think so ; there has been 

very little change. 

3. Then that indicates that we are deal- 
ing with roundabout rather under 150,000 
mentally ill patients and about the same 
number, rather less, of mental defectives? 
That is so, yes. 

4. A total somewhere around 300,000 or 
7 per 1,000 of the population, let us say? 
Yes. 

5. On the question of mental illness, first 

of all in the period 1938 to 1952 which is 
not complicated by the introduction of any 
particular new factors, while the number 
under treatment appears to have remained 
relatively stable at just under 150,000 the 
turnover of patients has enormously . in- 
creased. The annual number of admissions 
has risen 'by about 120 per cent, from 
30,000 to 66,000, and the annual number 
of discharges by no less than 160 per cent, 
from 20,000 to 52,000. Now, .the suspicious 
mind might incautiously infer from that 
that the increase in the number of admis- 
sions represented a growth in morbidity, 
while the relative stability of the patients 
under care and also the great increase 
in the number of discharges indicated 
simply inadequate accommodation and 
overcrowding. How far would those two 
inferences be anything like true? My in- 

ference would be simply the trend in 
modern times of seeking treatment early. If 
you look at the (tables you will find it is on 
the voluntary treatment side where the great 
increase in admissions has been, and I think 
that is the real cause of it. People are 
coming to realise more and more that 
mental illness can be treated if taken early, 
and very often cured, and they are seeking 
treatment and cure. 



of Witnesses 

6. And there is no evidence that there 

is an increase in mental morbidity? 

Not in relation to population. — (Dr. 
Maclay ): I should like to add that that 
applies particularly to the (more severe 
forms of mental illness, and that the 
milder forms of so-called neurosis are in- 
clined to fluctuate with circumstances in a 
country. They will increase with a depres- 
sion, decrease with the good times and so 
on, but the severer forms remain relatively 
stable. 

7. Yes. I suppose there is no doubt that 
the accommodation available for treatment 
is inadequate, but is it fair to ask how 
far you think that the inadequacy of the 
accommodation prevents the full extent of 
the problem being seen and deters people 

from applying for admission? (Mr. 

Armer): I think our view would be that on 
the whole .the amount of accommodation 
for mentally ill persons is sufficient. A 
good deal of it is very bad, but there is no 
acute shortage of beds for the mentally ill. 

8. There is no shortage of beds for the 

mentally ill? 1 do not think there is 

any shortage of beds for the mentally ill, 
taking the country as a whole. 

9. Your emphasis is on the word “beds ”, 
is it, without thinking about the suitability 

of the accommodation? Yes. There is 

overcrowding in a number of the hospitals, 
but there is not the acute problem a.s re- 
gards shortage that there is on the mental 
deficiency side. 

10. In any case, I am wondering, while 
we are on this point, whether inadequate 
accommodation as far as it exists has had 
an effect on the figures, and your answer 

is on the Whole you think it has not? 

No significant effect. I ought to add that 
when I say there are enough, beds for the 
mentally ill in mental hospitals, I mean 
enough if used only for the mentally ill. 
We ought to have the opportunity of clear- 
ing out of our mental hospitals a number 
of patients Who could be adequately dealt 
with elsewhere, a number of chronic 
sick, chronic old and so on, who have 
ceased really to require the care of a hos- 
pital and could obtain that care by other 
means. — (Dr. Maclay): 'Similarly with men- 
tal defectives in mental hospitals. 

11. You mentioned the old and the 
Chronic sick. How far do you think that 
mental hospitals are being forced to treat 
cases which would be more . suitable for 
admission to a neurosis hospital? — - — (Mr. 
Armer): As regards the old, Mr. Ohainm'ari? 

12. iNo, I am not referring to the old 
people. — I do not think one could say 
that at the time of admission to the mental 
hospital the person admitted was not one 
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who should be. treated in a mental hospital. 
The trouble is very often with old people 
and people who have no homes. Perhaps 
they become stabilised after a period, but 
if they are old, and if the period of 
stabilisation takes a little time it means that 
they have got used to their surroundings in 
the mental hospital itself, and you would 
only disturb them by sending them to 
another institution, which might have rather 
serious effects. The problem in the future 
as we see it is to try and deal with these 
patients who can be cured within a rela- 
tively short period through other channels, 
and only keep the mental hospitals for a 
case that really wants long treatment. 

13. Turning to the mental deficiency 

statistics, there you have rather a different 
picture. The number of defectives under 
care has risen in this period 19'3i8 to 1952 
by approximately 22 per cent. I notice in 
the last five years it looks rather as if there 
had been a tendency to an annual increase 
of about 24- per cent, on the average. Do 
those figures indicate an increase in the 
incidence of mental defect, because that 
increase is out of all proportion to the in- 
crease in population? 1 do not think 

that there is any evidence of increase in 
mental defect out of proportion to the in- 
crease in population. What these figures, 
I think, do illustrate is mainly that the local 
authorities have become much more active 
in their ascertainment and in their super- 
vision. If you look at these figures you 
find that the numbers in the certified in- 
stitutions, in hospitals and so on have not 
increased in anything like the same pro- 
portion as the supervision cases. If you 
look at the figures you will see — take 1938 
to 1952 — there was a very large increase 
in the total number of patients under super- 
vision, either statutory or voluntary. 

14. Yes. That leads me to ask a question 
about the previous period. What was the 
reason for the abrupt increase of over 60 

per cent, between 1929 and 1938? (Dr. 

Maclay ): I should have thought it was 
mainly due to the local authorities becom- 
ing much more active in the ascertainment 
of the defectives in their areas. — (Mr. 
Armer ): We would suggest that it is really 
the more effective use the local authorities 
are making of their powers. It is their 
duty, as you know, to ascertain these defec- 
tives, and the more active they become and 
the more they carry out their duties, the 
more defectives would be ascertained. Of 
course, you would have expected that as 
accommodation was increased and more 
and more accommodation came into being 
that the ascertainment would 'be greater. 
It is linked really with the amount of ac- 
commodation available for the cases. 

15. (Sir Cecil Oakes): I wonder whether 
Mr. Armer realises that accommodation has 
nothing to do with the increase in the 
number under supervision? I do not quite 



see the relevance of it to that point the 

Chaiman raised? 1 am sorry. I thought 

the Chairman was referring to the 24,000 
in hospitals in 1929 and 55,000 today. 

16. (Chairman): The point I was really 
on was the figures of 1929 and 1938, where 
there is a steep rise, and there is cer- 
tainly no less steep rise in those under 

supervision? We do not consider that 

there has been any correspondingly sharp 
increase in actual mental defectiveness. I 
think it is all due to the procedure of local 
authorities in ascertainment. 

17. (Dr. Wilson): As regards the institu- 
tions, might that not be due to the local 
authorities taking over from the Poor Law 
the responsibility for mental defectives 
from about 1930 onwards? (Chairman): 
Did that 'become effective in 1930? (Sir 
Cecil Oakes): It came into operation in 
April, 1930. ( Dr. Maclay): I think the 
provision of institutions was quite im- 
portant. The local authorities did not 
bother to ascertain defectives unless they 
saw some hope of dealing with them. 

18. (Chairman): But generally speaking 
there appears to be no correlation at all, 
statistically, between the number of births 
in the preceding period and the ascertain- 
ment of mental defect. I mean, the num- 
bers have risen slowly after a period of a 
rising birth rate from about the beginning 
of the war, and they rose abruptly during 
the period of very low birth rate between 

the wars? (Mr. Armer): That is as 

judged by ascertainments.— (Dr. Maclay): 
You see. Sir, 26 years ago E. O. Lewis 
estimated that the incidence of mental 
deficiency was 8 per thousand, and the 
figure for ascertainment in 1952 was still 
only 2-6 per thousand, so that I do not 
think one would expect to find that corre- 
lation which you mentioned. 

19. (Mrs. Adrian): Is it not right to say 

that at an.y rate some years ago the figures 
for ascertainment varied between local 
authorities from something like 6 point 
something to point nought in a thousand? 
I think that is some indication of the varia- 
tion. Yes. 

20. (Dr. Rees): It varied inversely with 
the efficiency of the local authorities? — 
(Mrs. Adrian): I believe so, yes. 

21. (Chairman): I think there is one 

other question on statistics that I ought 
to ask. The contrast between the statistics 
which have ahead}'’ 'been referred to, the 
statistics of the mentally dll and the 
mentally defective — iwhat stands out is that 
the 'treatment of ithe mentally ill is almost 
entirely institutional, while 70 per cent, of 
mental defectives under care are not in 
institutions at all. To what extent does 
that represent deliberate policy, and to 
what extent does it again represent merely 
inadequacy of accommodation? (Mr. 
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Armer ): It does represent inadequacy of 
accommodation to some extent, but I think 
it represents more the difference -between- 
the two— -shall I call them — diseases. One, 
the mental defective, remains a mental de- 
fective perhaps all his life but it is only 
for a time in certain cases that he needs 
treatment, the rest -of the time he needs 
supervision ; whereas with your mentally 
ill person he either recovers fairly quickly 
from his troubles and can return -to the 
ordinary community without any necessary 
supervision or, if he is not cured reason- 
ably quickly it means he has to remain 
■under treatment. It is the character of 
disease that causes the difference in treat- 
ment rather than a question of policy or 
accommodation. At the same -time we are 
short of accommodation for mental de- 
fectives ; we have a large waiting list for 
institutional treatment. 

22. It may -be perhaps rather early in our 
proceedings to put the very -large and com- 
plicated 1 question of ihow far the assump- 
tion- that ithe mental defective is,, so to speak, 
a hopeless case and' that no improvement can 
be expected by education or nurture of 
any kind is. a valid assumption, or whether 

perhaps it is not too generally made? 

Speaking purely as a layman here, I should 
have thought it depended on the degree of 
defectiveness. Quite clearly if a person- is 
an imbecile his chances of ever being a 
member of the community are very small. 
With the higher grade defectives in a good 1 
many cases something can be done to 
stabilise them and return them -to the 
community. 

23. I think perhaps it would lead us to-o 
far at this stage to follow up that point. 

(Dr. M aclay ): May I add something 
to the previous question? Mr. Armer diid 
not mention the enormous development of 
out-patient treatment for the mentally ill— 
I am. not referring to the treatment of 
defectives — that has developed greatly over 
the last 20 years. 

24. It is fair to call that treatment of 

the mentally ill as distinct from out-patient 
diagnosis? There is a definite amount that 
can be done in the ordinary hospital clinic, 
for instance? Certainly. 

25. (Dr. Wilson): Would it be fair to 

say that there is a feeling in- some medical 
or psychiatric quarters that much more is 
done for the community care of the mental 
defective than as done for the community 
care of the mentally ill to supplement the 
work of the out-patient departments, and 
that more could be or should be done for 
the community care of the mentally ill — 
something similar, although it would be 
different from what is done in negand to 
the mental defective who- may also be 
attending hospitals -from time to time? 



(Mr. Armer): Through the local authority 
services? 

26. Yes, or the National Association for 
Mental Health, oir psychiatric social 

workers, and so on. As you know, the 

local authorities have a power and a duty 
to .provide care and after-care for the 
mentally ill and mentally defective, and I 
think that not only in this field but in all 
other fields it is a developing service and 
that local authorities are more and m-o-re 
employing the necessary staff to carry out 
those functions. 

.217. Such as health visitors? 'Health 

visitors and home helps and so on. 

1218. (Chairman ) : IMay I pass now to quite 
a different background question. In- para- 
graph ®8 of your memorandum you refer 
to the need for simplification of procedure 
in -the certification! of the involuntary 
mentally ill. T should like to know why 
no action was taken on the recommenda- 
tions! of the iMaicmillani Royal Commission, 

on that subject especially. 1 think the 

first point to be noted 1 is: that the Govern- 
ment which introduced -the Bill which be- 
came the IMental Treatment Act, 1930, was 
a minority government and, for that 
reason, they felt compelled to restrict any 
iBill to as- few provisions- as .possible and 
to- provisions which were the least contro- 
versial. (But on the .particular provision 
I think you are referring to, the provi- 
sional -treatment order which the Royal 
Commission recommended, I think that the 
Government of the day took -the view that 
by 'the time you had 1 worked that out you 
had a procedure, very little different from 
the ordinary petition procedure. Although 
it was called 1 a provisional -treatment order 
it required a petition, the same sort of 
support by medical certificate and so on, 
■the only difference being that the order 
was' marked provisional instead of per- 
manent, and I think the Government of 
-the day thought tha-t th-at really was not 
very, much of an adtvance. On the other 
provisions, as- you know -the Royal Com- 
mission recommended provisions' which 
would take mental treatment out of the 
(Poor (Law, but -that had been overtaken 
by -the (Local Government Act, 1929. The 
further provision which -the Royal Com- 
mission recommended 1 was in regard to the 
accounts of licensed houses, and that was 
a very controversial subject. Nothing was 
put in the (Bill about that but it is an 
interesting faot that the Bill wa9 introduced 
in -the Lords' and passed to the Commons, 
and in the. Commons a provision was put 
into the (Bill on- the lines o>f the recom- 
mendation, but when i-t went back to the 
Lords the Lords -took i-t out again. I think 
the Act -of ‘1930 really dealt with the most 
important recommendations of the Royal 
Commission which were for voluntary 
treatment' and temporary treatment. 
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29. (But its effect was to add 1 one more 

procedure to a number of alternative pro- 
cedures which it was already desired 1 to 
simplify? Yes. 

30. The Macmillan Commission recom- 
mendations* would at any rate have reduced 
the alternative procedures to tiwo* ordinary 

and two emergency? Y es. They 

suggesitedi a simplification there but would 
have added the provisional (treatment order. 
They did recommend that the procedures 
should toe reduced, I think:, to three, but 
from those three 'they excluded the pro- 
visional treatment order and voluntary re- 
ception. ‘But perhaps 1 may add something 
to that. I think the 'Government of the 
day looked to see how far it was possible 
to admit patients to' treatment in hospitals 
without the formality of certification and, 
as you know, they introduced 1 a provision 
which became low which was 1 not one of 
the actual recommendations of the Royal 
Commission but was in line with a good 
deal of (their view's. The Act provided 
machinery whereby nom-volitional patients 
could be admitted to hospital without the 
formalities' of certification, but they thought 
at ithe time that they could 1 not go further 
than that ; but that was a very imporant 
addition to the law of the time. 

3:1. I do not know whether it ils fair to 
ask you the next question, 'but have you 
any views you would like to express about 
the proper place of the judicial authority 
in the due process of law toy which the 
liberty of a mental patient is* restrained? 
— — f 'think it is very necessary that if you 
are going forcibly 'to restrain a subject 
then there should be (some procedure which 
is akin to* the normal procedure of the law 
that you should not do iso except on the 
order of a justice or a judicial authority, 
particularly if that order of restraint is 
going to have a permanent effect. 

312. 'But I gather that the objection which 
was 1 felt to the Macmillan recommenda- 
tions was that in both the ordinary pro- 
cedures, as distinct from the two emer- 
gency procedures recommended, in both 
the ordinary procedures (the magistrate was 

called into play. -No, I do not think 

•that was the Government objection. I 
think the Government objection was that 
the itwo procedures were so much alike 
thalt it was 'hardly worth whale providing 
the second " one. You had all the same 
procedures ; the only difference was that 
one was called provisional and' the other 
called' permanent. They did not think it 
carried 'the matter very much further. 

33. On one other point in ithe Royal 
Commission’s 'Report and the Mental 
Treatment Act, the Macmillan Commission 
was very much impressed by the reluctance 
of the ordinary doctor to certify for fear 
of legal consequences, and .that was met 
by Section >16 of the Mental Treatment 



Act. How far has that Section of the 
Mental Treatment Act removed the 

doctors’ reluctance? As far as I know 

they have expressed' themselves as com- 
pletely satisfied with thalt protection. 

34. i(Dr. Rees): What proportion of 

orders or certificates 1 is signed by doctors 
in private practice and not 'the paid offi- 
cers of Local authorities or Regional 
Hospital (Boards? How easy is it to get 

a private practitioner to sign an order? 

(Dr. Maclay): ! think the answer is that 
it wooild ibe a small proportion. I think 
•there is a dislike by doctors of signing 
certificates, butt I do not think that is en- 
tirely related to the fear of consequences. 

I think it is the relationship with* their 
patients that comes into it. 1 should 1 not 
have thought the fear of consequences was 
very important. 

35. (Sir Cecil Oakes): Could Dr. Maclay 

tell us whether he has noticed any changes 
since the National Health 'Service came 
into operation bearing on the reluotance 
or otherwise? i have not. 

36. As a judicial authority I have not 

noticed at ; i wondered whether the Minis- 
try had. 1 do not think it has made 

any difference. 

37. {Chairman): I know 'Mrs. Bnaddock 
■has- got to leave at the end of this morn- 
ing ; I wonder if she would like to ask 
any questions she has got to ask now? 
(Mrs. Braddock): Yes, please. On the 
question of classification of patients': how 
often is there a re-classification of patients 

in mental hospitals? {Mr. Armer): I 

am not sure what you mean 1 . You mean 
within the hospital 1 ? 

38. Yes, I mean within the hospital 
when the certificate has been received and 
the patients have toeen classified into the 
type of mental case (they are, how often 
■is there a re-classification in order to 
ascertain 1 whether the patients are in the 
same condition mentally as they were when 

they were received' under order? 1 think 

it is a icomsitant process. I do* not th i n k 
there are any set times for doing it, and 
it would depend to some extent on the 
Superintendent and the enthusiasm of the 
staff, but I would) expect any patient, for 
instance, who came in as a certified patient 
and 'became fit to be a voluntary patient 
to 'be re-classified as a voluntary patient 
within' a very short -time, and the other 
way round, of course. 

39. I am not so much suggesting re- 
classification of a .certified patient to a 
voluntary patient as on the basis of pro- 
gress of mental illness. I see. That 
again I would expect to 'be a constant pro- 
cess in 1 that as a patient improves he will, 
as far as possible, be put with the type 
of .patient he is suited for, but, as you 
will know, the state of overcrowding at 
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the moment ini some mental hospitals has 
hindered proper classification within them. 

40. So it is possible that, even at the 
moment with all the cover that; there is in 
mental hospitals, there may be people who 
have progressed very much indeed from 
the mental point of view from when they 
were admitted ibut who have not been- re- 
classified into the clasis in which' they 
should 1 be after treatment?- — (Mr. 

Green): There is a 'legal requirement, Mrs. 
Braddock, that there miust be an entry made 
in .the medical record at least once a week 
during the first month' after admission and 
for the first twelve imoniths at least once 
a month. That is a bare legal require- 
ment. In practice 1 the patient will' be seen 
far oftener iby the medical officer on his 
daily rounds through the ward, but there 
is that legal safeguard. 

4)1. To what extent do. you think there 
are patients still 1 detained in mental hospi- 
tals who could 1 be released if there were 
somebody outside to take responsibility for 
them? — —{Mr. Armer): I should have 

thought a fair number, .probably a large 
number. — (Dr. Maclay): 1 think very large 
numbers, if there were the people to take 
care of them. 

42. So you would say our mental hospi- 

tal® are full because there are a number 
of .people— rather a large number of 
people— who, because of the treatment in 
the mental hospital, could be discharged 
if there were people prepared to take 
responsibility for them? If there were 
some way of putting a responsibility either 
on the local authority or an. organisation 
for taking responsibility for patients who 
were able to ibe discharged from mental 
hospital® because treatment has given them 
the right to. be free, then you believe there 
are a large number of people in the mental 
hospitals who could’ be so released and so 
give the accommodation .tio those still re- 
quiring admission for treatment? (Mr. 

Armer): I think the main problem, as 1 I 
mentioned earlier, is with the old 1 . 

43. I was coming 'to that next. When 

Dr. 'Maclay said large numbers I think he 
had 1 in mind mainly the older people. It 
is quite true that we have in mental 
hospitals numbers of .old -people who could 
be released if they had somewhere to go. 
A good many of them have become so 
used to the place where they are .that the 
move to another institution .of a local 
authority might not be the best thing to 
do. The procedure which' we think would 
be rather better would be to try so to 
arrange things that it does not happen in 
the future. 

44. Do you think it would be wise then 
to have a section of a mental hospital 
where people who could be de-certified 
could remain ini the hospital? In order not 



to move them from the .surroundings to 
which they have become accustomed but 
in order to be able tio de-certify them 
from a mental point of view, would 1 it not 
be possible or advisable in your opinion 
to have a section of the hospital for 
patients who have 'been- treated and you 
are able to say they are not now mentally 
of unsound mind? Although' they have 
been so long ini hospital and would find it 
difficult if .they were outside, they could- be 
decertified' and given a further amount of 

liberty? We have suggested to- 'Regional 

Hospital Board's that they should, wherever 
possible, make that kind of provision'. 

45. ft has .only been suggested — 'no obli- 
gation upon them to do so? There are 

a number of them, but n.ot sufficient to 
deal 1 with the problem. 

46. Can you give me any idea as to how 
many people are certified after the age of 

60? (Dr. Maclay ): Yes— about a 

quarter of all the admissions to mental 
hospitals are over the age of 65 — 20 per 
cent. 

47. Certified after the age of 60? 

(Mr. Armer): In 1952 .there were 62,258 
persons admitted and of those 12,390 were 
aged 1 65 plus — .that was 1'9- 9 per cent. 

48. At 65? Sixty-five or over. 

49. (l Chairman ): That includes voluntary 

admissions, dices it? 'That .includes 

voluntary, yes. — (Dr. Maclay ): And we can 
give you the figures roughly, voluntary 
would be welll under 50 per cent, of them. 

50. (Mrs. Braddock) : That would 1 be in 

cases where previously through their life- 
time they had had 1 no mental illness? Are 
they separated? (No. 

51. Is there any way of getting that 
figure? Where a person has mot at any 
time 'before the age of 60 oir 65 had any 
•record of mental illness, .how many are 
certified over the age of 60 — or iif you take 
the figure 65, I like the age 60 — who are 
certified where there is no previous 1 .record 
of mental illness at all? — -(Dr. Maclay): 
At the moment I do not think it would 1 be 
possible .t:o give you that figure. As far as 
I know there would be no way of getting 
it. 

52. There have been, complaints, and I 
suppose you have had them, Jhat because 
of the inability of an aged person to obtain 
physical treatment .in hospital, the only way 
to obtain, a bed for them is to- certify them, 
and .that that process has become one that 
has been more used recently than It was 
previously. What I am anxious to know 
is to what extent that applies and to what 
extent there are people dm our mental 
hospital® who have been sent into- those 
mental hospitals because they have been 
unable to get treatment in am ordinary 
hospital 1 over the age of 65 — where it is 
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senility rather than, mental disorder. 

(Mr. Armer ): I think iout information 
would 1 go to show that the oldl people, 65 
and over, who are admitted 1 to mental 
hospitals are actually patients who require 
mental hospital treatment, and' I do not 
think there is any indication that they go 
there when they are not mentally ill. 

5'3'. And again, of course, it iis a question 
of classification' — I do not want to argue, it 

with you but I think it is important. 

Whether they ought to ; be treated 
otherwise? 

54. Whether a person who reaches that 
age who has had no mental disorder at all 
during his lifetime, should 1 be certified 
after the age of 60 because senility sets 
in, or whether he should 'be considered to 
be a case of physical disorder with an 
effect upon the mentality and be able to 

be treated without certification? 

(Dr. Maclay ): May I say something about 
this? fit is 'a subject that has .interested! me 
greatly, and 'I agree with a certain amount 
o,f what Mr. Braddock says. I think all 
patients admitted' to mental hospitals under 
certificate are legally certifiable, 'but I think 
if there was proper domiciliary care, if 
there was a proper amount of accommoda- 
tion — local authority aocommiodationr— and 
if there were enough other hospital ser- 
vices apart from the mental hospital, a 
great many oif them would not have to go 
into 'mental hospitals. I also think that 
the ones who do go in need 1 not become 
institutionalised, because so many of them 
make a very good recovery within six 
weeks to three months of going in, and i;f 
at that time there were places to which 
you could discharge them they would' not 
become the Chromic population which re- 
mains there, which .it is too late to 1 get 
did 1 of because they are happy and con- 
tented' where they are. 

55. So it is a question of considering 

classification and disposal ? (Mr. 

Armer): Perhaps I might say on this, Mr. 
Chairman, that some years ago. now the 
Ministry issued a circular to Regional Hos- 
pital Boards on this very subject, and what 
they suggested there was that the Hospital 
Boards should provide as far as possible 
short stay annexes which were really a 
kind of observation ward for old people 
where they would then be classified, and, 
in addition to that, they should provide 
long stay annexes for the. patients who 
might have to stay a long, time, the whole 
point being to avoid certification. It has 
been the policy of the Department as far 
as possible that certification of the old — 
65 and over is our line of demarcation — 
should be avoided wherever possible. — 
(Dr. Maclay): May I say something more 
before leaving that? . I think that clinically 
it would be almost impossible to do what 
Mrs. Braddock has suggested, that is to 



separate the simple senile cases from the 
others ; but that if there were some way 
of, say, temporary treatment for all old 
people, you would get rid of a large num- 
ber within the first year, so that the per- 
centage who had to 'be certified would be 
extremely small because by tihe end of tihe 
first year nearly 40 per cent, have been 
discharged, nearly 40 per cent, have died 
and you are left with only 20 per cent., 
and of these probably quite a number 
would be fiit to be voluntary patients. 

56. So tha't. you think a reversal of the 

process would be useful? Instead of 
making certification the first requirement, 
certification ought to 'be the last require- 
ment after treatment? That would ease 
the situation very considerably as far as 
places are concerned in tihe mental hos- 
pitals? 5 think where you get good 

collaboration bebweeen the general services 
and the mental hospital— as for instance at 
Oxford — you will find that the mental hos- 
pital is tremendously relieved of its admis- 
sion of old patients. 

57. (Chairman): I suppose there is a 
particular kind of case which is fairly com- 
mon oif old people who are suffering from 
no mental illness except the result of their 
age and the degeneration, of their arteries 
and so on, the difficulty about whom is 
thalt although they may have homes to’ go* to 
and good homes, their homes are about tihe 
one place where they are dangerous and, 
so to speak, anti-social. You know the 

sort of case I am referring to? {Dr. 

Maclay): The obstinate, difficult old person 
you mean? 

58. (Mrs. Braddock): The position is that 
if an old person' who has never had any 
mental disability at all before reaching the 
age o ! f 60 or 65 is certified, the effect in 
certain directions upon- the family in 
relation, to employment is a bad one.. Cer- 
tification of a person of that sort in my 
opinion ought only to come where there is 
definite proof that he is completely mental, 
and cannot be dealt with in any other way. 
The question of employment of a member 
oif a ipenson’s family is sometimes involved 
if a person has been certified; if after bring- 
ing up a family with no difficulty at all, 
a person is certified when senility overtakes 
them, and the only way to get him into 
hospital is to certify him, then it is very 
hard indeed on the members of the family 
that he has given so much attention to 

previously? 1 cannot see that it is any 

worse than the younger patient who is men- 
tally affected because of a cerebral tumour 
or failing heart. 

59. I agree. I was only referring to .the 
older people. There are other matters, 
as you suggest. — (Dr. Rees): Would the 
Ministry be . in favour of treating 
all patients, whether volitional or not, 
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in the first instance as temporary patients? 
Apart from the old people there is 
the woman who breaks down after child- 
birth. If she is confused and disorientated 
she can 'be treated on a temporary basis, 
but if om the other hand she retains her 
volition— she may have ideas that she 
wants to kill her child or something— 
that woman although likely to get well 
with treatment in a few months has to 
be certified before she is treated. Would 
the Ministry be in favour of treating all 
patients alike in the first instance, as you 
are aware is being done in Northern 
Ireland?— (Mr. Armer ): I do not think 
the Ministry have reached a conclusion 
oin this, and that is perhaps one of the 
subjects which this Royal Commission 
could deal with; but quite obviously not 
only for the old to whom Mrs. Braddock 
has referred 'but also for temporary mental 
illness, if you could avoid certification it 
would be very desirable. In the last resort 
what that really means is that you have 
a patient with volition, very often a very 
stubborn patient, who says he is not 
going to hospital. He will not go as a 
voluntary patient at all. _ It means then 
you have to employ coercion and possibly 
force to get him there. That is the prob- 
lem. and you have to oppose the benefit 
to his family if certification can be avoided, 
because I think it is more in the interests 
of the family than the patient himself that 
he .should 1 not be certified. The family 
suffers so much from the stigma. You have 
that on the one hand. On the other, there 
is the question whether you are going to 
deprive "a patient who knows what he is 
doing of liberty in order that he may re- 
ceive treatment when he does not want to. 
That is the .problem as far as the Ministry 
is concerned. We can see the great value 
of treatment in the early stages before it 
becomes more serious. We can see the 
virtue, but also the difficulty- — the difficulty 
of forcing treatment on an unwilling 
patient. 

60. ( Sir Cecil Oakes): Do the Ministry 
think that, if there were this accommoda- 
tion in short-stay annexes those people 
would be more likely to avail themselves 
of the chance of getting treatment there — 

those that are volitional? For the old 

people? 

61. No, volitional people. We have 

now these observation wards throughout the 
country, not very many of them, not 
enough, but I imagine that there would be 
difficulty even there. The suggestion here 
is that we should force a person to take 
treatment? 

62. No, my point was not force ; my 
point was to eliminate the necessity for 
force. I was asking whether you did not 
think that, if there were more of these 
short-stay annexes, these obstinate people 



who need treatment but are volitional and 
will not have it in a mental hospital would 
not be more inclined to go to a short- 

stay annexe? You would be more able 

to persuade them? 

63. Do you know whether they would 

be more likely to be persuadable? 1 do 

not know ; I should doubt it myself. ( Sir 
•Cecil Oakes): From my own personal con- 
tacts with quite a number of these people, 
I should find no difficulty in persuading 
them to go to a general hospital at all. 

64. (Mr. Bartlett) : I wonder if the Minis- 
try of Health could tell us the degree of 
response there has been to the circular to 
which Mr. Armer referred in replying to 
Mrs. Braddock, on the provision of short- 
stay annexes and the provision of geriatric 
units. I think it would be interesting if 
we could be told to what extent it has been 

implemented? 1 have the figures here. 

In the neurosis units — that includes a num- 
ber in the de-designated units of mental 
hospitals, parts of mental hospitals set aside 
for this purpose — 3,362 beds; that is what 
you might call the short-stay side. In long- 
stay annexes — there are 15 of them at the 
moment — 1,300 beds ; that is for the old 
people. 

65. (Chairman): Mrs. Braddock’s ques- 
tions have raised the question of the signi- 
ficance of certification. In your paragraph 

you have suggested a form or words — 
the general form of words upon which a 
person should be restrained — “ is suffering 
from mental illness and is a proper person 
to be detained for care and treatment 
Is it desirable, or is it necessary, that all 
certificates of all persons who need to be 
restrained should be in one form? I was 
putting this to a psychiatrist recently and 
his reply was that the difficulty about requir- 
ing a diagnosis of mental illness was that 
a diagnosis of mental illness so often re- 
duced itself merely to a catalogue of 
symptoms. But is it impossible to break 
down the superstitious horror of certifica- 
tion by a variety of certificates? 1 

should have thought not, myself, Mr. 
Chairman, because what you have in effect 
is an order of the judicial authority with 
a certificate on which a person is detained 
against his will, and I think whatever you 
call it the effect is the same, the stigma 
is there, and by altering the term of your 
certificate you are not getting very far. 
We suggested “ mental illness ” here merely 
to link it up with ordinary general illness 
instead of saying “unsound mind”, which 
seemed to us a rather formidable phrase. 
I can imagine it might be possible to say 
with a senile patient that he is suffering 
from the effects of senility, but once you 
get an order with that in it it is an order 
which has the same stigma, I should have 
thought, as any other order of a justice. 

66. I was not suggesting that there 
should be different forms of a justice’s 
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order, only that there should be different 
forms of the certificate on which the justice 

gives his order. (Mr. Green): I think, 

if I may say so, that you must have in the 
form of certificate at all events some in- 
dication of the legal issues to which the 
practitioner is to turn his mind when he 
is examining the patient. You could not 
have a certificate at large, I do ^ not think. 

I think there would be difficulties. 

<57. My puzzle about this is that one is 
so often trying to 'be polite with the only 
result that you get a classification politely 
worded which is absolutely damning in its 
effect. I mean if you had a certificate to 
say that a person was suffering from an 
affection resulting from old age and was 
in need, at least temporarily, of restraint, 
you would say exactly what you mean, and 
you would give the justice a precise indica- 
tion of the reason why he is being asked 
to sign an order. Whereas if you merely 
say he is of unsound mind or mentally ill 
and requires treatment, you just affix the 
stigma of insanity to a man who probably 
is not, in the ordinary sense of the word, 

insane at all. One could alter the 

description of the diagnosis of the illness, 
but I think we should still have to ask that 
the practitioner, in deciding the issue, 
should specify exactly the grounds on which 
he does so, as he does in the form of the 
present certificate. 

68. Exactly. But the general form of the 
certificate like the present one or the one 

proposed does not say anything exact. 

(Dr. Maclay ): The criteria on which you 
put a person away against his will are social 
rather than medical, and the state of 
'psychiatry and psychiatric diagnoses, as 
yet, is such that you could not give a whole 
series of exact diagnoses which included 
the cause of the illness. They would 
merely he descriptive diagnoses, so T think 
you want evidence that a person has to 
be removed from society rather than a 
diagnosis of the cause. 

69. (Chairman): I agree, that is exactly 
what I am suggesting, that it might be 
better to' -say that oo siudh and such grounds 
a man needs restraint, rather than to say 

that he is mentally All. Yes, but you 

have to give that mow ; as> well as saying 
he As mentally ill you have to give the 
reason® for it. 

70. (Mrs. Braddock ): But is it possible 
for the doctor who icertiifie® — 'and I know 
it is- impossible for -tlhe (magistrate — -to say 
whether tlhe mental illness i® not occasioned 

by a physical condiiif.i'oni? T think it is 

neither possible nor desirable. 

71. No. Xf certification is tlhe first 1 thing 
to- be done, then you put the stigma on 
before there has- been' any possibility of 
discovering whether tihe mental disorder is 
due to a. physical disability. That is- why 



I said first of all that 1 think tlhe certifi- 
cation from the mental point of view 

should be the last resort, not the first. 

(Mr. Armer ): !l 'think we should agree with 
you. E/ven iif it was- physical it would not 
make any difference. 

72. (Chairman): I am not sure if Mrs. 

Braddodc’s suggestion As that a man should 
be resit rained- only in the last resort? (Mrs. 
Braddock ): 'N-o, but certified in the last 
resort. (Sir Cecil Oakes): Mentally certi- 
fied? (Mrs. Braddock): Mentally certified 
-in tihe last resort. (Chairman): That 
assumes siome form 1 of restraint which is 
not a certification of mental illness? (Mrs. 
Braddock): Yes. (Chairman): That is an 
important suggestion. 'I gather the Minis- 
try do not feel like endorsing it? 1 

would say itlhe Ministry at tihe moment 
would neither endorse nor otherwise. It 
does pose the problem which I mentioned 
just now, how far you can* go dor forcing 
treatment on an unwilling patient, which 
i-s what it comes to in the end. 

73. (Dr. Wilson) : Did we not get to- a 
point about certification being a stigma? 
Are we not saying we ought to get away 
from the conception that it is a stigma to 
be certified; with mental illness any more 
than physical illness? OPf we oould alter 
the public attitude about a stigma, that 
would alter the whole situation, would it 
not? (Dr. Rees) : But there is a stigma 
attached to certification) as distinct from 
being a voluntary patient or a temporary 

patient. The stigma attaches- itself to 

the family as well as to the patient. 

74. (Mrs. Braddock): So if we come 

back to it, certification for a mental com- 
plaint ought to be the last resort and not 
the first, so we are in the position of dis- 
cussing a complete turnover of the present 
attitude. The present attitude js that in 
order ito re-strain- and An order to insist upon 
detention- a certificate of mental disability 
has to be obtained, and' that immediately, 
Whatever happens- afterwards- ; if a person 
i«Sf treated and is able to ibe freed within 
two or itlh-ree months, he has got to be 
again given- a certificate which say® that 
he <n-o longer -is a person- of -unsound mind, 
and I thilnk t-hat — and I hope the Ministry 
will look at it from this point of view— 
we want to change the whole thing over, 
and tlhia-t the last thing which should be 
done to a person, under any circumstances, 
is to issue a certificate that they are of 
unsound- mind- and cannot mix with the 
community. (Sir Cecil Oakes): I think we 
could go- ®o far a® to say that the Ministry 
have endorsed that view. Thiat is the 
view they are laying before us. They 
adopt that view in -their circulars to their 
agenit® at the regional hospitals, an-d' say 
that that is what they desire to be imple- 
mented as- far as resource® aillo-w. There 

comes a stage, and -that is the question 
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which has been, put to me, I think, when 
the patient refuses to be a volunteer. . Be- 
cause of the stigma attaching to certifica- 
tion, are you to have a procedure whereby, 
notwithstanding bis unwillingness, you are 
going to detain him for treatment purely 
on medical recommendation? That is a 
very important point which requires a good 
deal of consideration, I suggest, before it 
could be adopted. OBu't from the patient’s 
and family’s point of view, obviously the 
treatment ought to be given with the least 
possible trouble and the least possible 
formalities. 

75. (Chairman) : Obviously the problem 

would be more simple if you had some 
form of restraint which- would ensure t-o 
the doctor sufficient time for his treatment 
to operate, but that involves inventing a 
neiw form of restraint and a new ground 
of restraint? (Mrs. Adrian ): It also 

surely involves itifae difficulty that you do 
not know how much time the doctor is 
going to need in any one case. You have 
already some form of restraint in Section 
20, surely, where the duly authorised 1 offi- 
cer has the power of removing a patient 
against his will to hospital. If is only a 
very short-term power, but it is there. Is 
any extension of that a possible compro- 
mise between that and the Northern Ireland 
position? 1 imagine -the period of treat- 

ment that would be necessary in the type 
of case you have been referring, to would 
be much* more than anything wihich is con- 
templated under Section 20. The sort of 
period 1 that the Ministry had in mind was 
six months or -twelve months. That is the 
sort of period you would want to secure. 
If you notice in the statistics we have given 
you, a very large proportion of mental 
patients are discharged within twelve 
months ; if you could have a system where- 
by those people who would be discharged 
within twelve months could go to a hospital 
without certification, that is a desirable 
thing. 

76. (Dr. Rees): If the duly authorised 
officer on his own authority can detain a 
patient for three days, is it unreasonable 
to detain a patient for twelve months on 
the authority of the relatives, plus the doctor, 
plus the Hospital Management Committee? 

Is not that sufficient safeguard? He can 

only do it for three days at the moment. 

77. Yes. I know, but supposing we ad- 
mitted people as temporary patients, and 
the responsibility for the patient’s deten- 
tion would rest with the relative, plus the 
doctor, plus the Hospital Management Com- 
mittee, is not that enough of a safeguard 
in law, as I believe is done today in 

Northern Ireland? 1 think it is just a 

question of how far you can interefere with 
the liberty of the subject who does not 
wish for treatment. I think that is just 
the issue. It would be possible legally, 
of course ; if you amend the law to say 



that if the relatives wish it and if the 
doctor advises it, and the doctor also 
advises that it is possible to cure within a 
reasonable time, you could provide in the 
law on the strength of that that the un- 
willing patient should be treated in hospital 
whether he likes it or not, but that is the 
problem.— (Mr. Green): Are you assuming 
that the other safeguards would be 
included, Dr. Rees? 

78. (Dr. Rees): Which other safeguards? 
Examination of documents by the cen- 
tral authority, and so on. 

79. Yes. Visitation? 

80. Yes, 1 am assuming ail the existing 

safeguards, there are plenty of them. 

All the present safeguards? 

81. But you have got very adequate safe- 
guards against illegal detention. After all, 
a magistrate can give a patient no greater 
protection than the Hospital Management 
Committee, many of whom of course are 

magistrates. (Mr. Armer ): If I may. say 

so, the issue can be simply stated ; it is 
whether, because it is obvious to everybody 
except the patient himself that it would 
be a good thing for him to have treatment 
in hospital, you should force him to have 
it because his relatives want it, a doctor 
wants it and everyone else wants it except 
the patient himself. Are you going to force 
him to treatment? 

-82. I Sir Cecil Oakes): You mean, force 
him to treatment without certification, that 

is the point. He is forced now. Yes. 

forced without the judicial authority. 

83. (Chairman): We started off with the 
problem of old people, and we have got 
on to the whole question of due process 
of law. Is it not true that your most pain- 
ful and difficult cases of old people are 
people who are irredeemably senile, long- 
stay cases ; twenty years ago and less they 
would have been in the poor, law infirmary 
bearing the stigma of pauperism ; now they 
are in the mental hospital 'bearing the 
stigma of insanity, and I am wondering 
whether or not the break-up of the poor 

law is entirely a benefit in their case? 

As I understand it, the position now is 
that with modern geriatric treatment a good 
many of these old people who suffer from 
disabilities can be improved sufficiently to 
return them home, whereas twenty years 
ago perhaps it would have been said that 
a case of this kind was a case for institu- 
tional treatment for the rest of his or her 
life. Now I think the prognosis is much 

better? (Dr. Maclay ): That is so, but 

it raises another point, I think. Some of 
those old people are not really, capable of 
saying whether they are willing or un- 
willing, but they are not in the least in 
need of restraint. If you could introduce 
them into hospitals without any formality 
of any kind, and they could go into mental 
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hospitals like they go into general hospitals, 
they would not be restrained against their 
will, they would be there just like an 
ordinary patient, and that again would 
reduce the need for certification. 

84. (' Chairman ): In other words, they 

are really ripe for institutionalisation? 

They are quite willing to go in for treat- 
ment and willing to do whatever their rela- 
tives say they should do, and they may be 
treatable ; 1 suppose about 50 per cent, 
of the admissions at least are suffering from 
various forms of mental illness which can 
be actively treated. But what I mean is 
that at the moment some may have to be 
certified because they are not really capable 
of saying that they are willing to go as 
voluntary patients, although they do not 
need to be restrained ; I think that the 
only people who should be certified are 
the people who have to be restrained 
against their will. 

85. We have perhaps carried that as far 
as we can at this stage of our enquiry. 
May I now begin on the memorandum, 
which we have rather ignored up to now. 

I have only one or two questions to ask on 
the first two parts of the memorandum. 
My main questions will be on Part III, 
but there is one point on page 6 , para- 
graph 20, about local education authorities. 
It raises 1 the question, which I do not think 
is dealt with later in the memorandum, as 
to what is the usual history of the mentally 
defective child. Does 'he usually get into 
the mental deficiency institution, or into 
so'me form of statutory care via the special 
school, first 'by being ascertained as educa- 
tionally subnormal, then classified again as 
requiring a further year of education at 
•the age of 15, and then when the age of 
16 oomes, being certified mentally defec- 
tive and committed ito the 1 care of the 
health authority? Is that the sort of regu- 
lar history of the mental defective or, 
rather, does .that tend to be the history 
of the mental defective, or is there a sub- 
stantial number of mental defectives who 
escape that primitive net and get Caught 
from the streets, as it were, subsequently? 

(Mr. Armer): I should have thought 

a very small proportion would come into 
oare as mental defectives where there is 
not some school history of the kind you 
mention, but with the very low grade of 
course it comes to light at a very early 
age ; with the higher grades it comes per- 
haps after the special schools ; but I should 
say myself that the bulk of the higher grade, 
or the bulk oif defectives altogether, come 
to the notice of the local authority through 
this machinery. My attention is drawn 
to actual figures : during 1952, out of a 
total of 7,399 cases — reported by 1 local 
education authorities, 5,273 ; reported by 
police or by courts, 300 ; reported from 
other sources, 1,826. 



86. So that the great majority are re- 
ported' iby local education authorities? 

Yes. 

87. i may have some questions to ask 
about that later. Perhaps I might ask 
now: I suppose it is a question for the 
Ministry of Education rather than for the 
Ministry of Health, but I am struck by 
the custom, having ascertained the child 
as educationally subnormal, very often _ to 
postpone any further official classification 
until the child' is approaching the age of 
15, when the question arises whether he 
should have a further year’s education. Of 
course, the enormous presumption, whether 
the child is mentally defective or not, is 
that if he is educationally subnormal he 
could do very nicely with a further year 
of education, and I am wondering whether 
that re-classification at 15, the confirma- 
tion of his position at a special school, 
tends more or less to pre-determ'ine a clas- 
sification as mentally defective at the age 

of 16? 1 should not like to answer 

that one. It is a matter really for the 
Ministry of 'Education. — (Dr. Maclay ): I 
do not know. 

88. There are, as we know, a number of 
children, in special schools who are never 
reported as mentally defective, but, taking 
merely those who are re-classified, con- 
firmed at the age of 15, I wonder how many 
of them escape at the age of 16 the classifi- 
cation as ‘M.iD.? I wonder whether it would 

be possible to find out? {Mr. Armer): 

Would you like us to try and get the 
figures for you? 

89. If you could I should be extremely 
interested. At the top of page 8 of 
your memorandum you speak of judicial 
authorities authorised to make reception 
orders on petition being justices specially 
appointed. How far is that now invariable 
in all magistrates’ 'benches, or does the 
practice still prevail, as it prevailed before 
the Macmillan Commission, of some 
benches appointing their whole number 

as justices in this matter? 1 think 

there are still some who appoint 
their whole number. — (Mr. Green): I 

have no figures. Sir, but I do not think 
the majority appoint the whole number of 
the bench. I think a discretion is exercised 
in selection. 

90. Now I think I will pass straight on 
to Part HI. In paragraph 81 you say: 
“the law still makes it more complicated 
for patients to obtain hospital treatment 
for mental illness in the mental hospitals 
specially equipped for providing such treat- 
ment than to obtain treatment in other 
hospitals or for other types of illness.” 

Is that 'true of voluntary cases? (Mr. 

Armer): Yes, even in the voluntary case 
they have to make a written application 
to the hospital authority. 
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91. You would not get into' any general 
hospital today within any foreseeable apace 
of time unless you made a very definite 

and formal application, would you? 

Yes, but it is usually done through the 
medical practitioner in the ordinary hos- 
pital, it is not left to the patient himself 
to make an application to anybody to go 
in. 

92. Is that so different from a general 
hospital? The patient is sent in by the 
general practitioner to the out-patients' 
department to see a particular specialist. 

(Dr. Maclay): I think it is the fact 

that it is statutory, and the admission has 
to be reported to the Board of Control, 
which makes it more formidable. It is not 
the difficulty of writing the application, 
which can be in any form at all, but it is 
more formidable _ if you know when you 
go in you are going to' be reported to the 
central authority. 

93. What is the ground for making all 
voluntary admissions to mental hospitals 
reportable to the Board of Control or to 

any central authority? ( Mr. Armer ): 

We suggest in our memorandum that that 
requirement should cease to be the law. 

94. I wonder what can be said for it, 
What is the origin? Did it just come auto- 
matically? — —{Mr. Green): The Board of 
Control have powers or duties to visit 
voluntary patients and to order discharge 
in certain cases, and of course unless we 
had them notified 1 we should not know 
where they were. That Is I think the 
reason for notification. And I think it 
must .have been thought, ini 1930, that 
unless we had them notified we should not 
know where they were and we should not 
be able to' keep track of the voluntary 
patient who was unsuitable. 

95. On what ground has the Bo and of 

Control been given power to order the dis- 
charge of a voluntary patient? 1 (Mr. 

Armer): I think the real 1 purpose of it was 
that the Board of Control at that time 
would discharge a patient as a voluntary 
patient in order that he might become a 
certified one. I do- not 'think it was any- 
thing else. It was not discharge in the 
ordinary sense. — (Dr. Maclay): 'Sir, would 
it be relevant to say that when I was at 
the Bethlem Hospital once there was a 
patient struggling at the front dloor with 
two male nurses, and the Superintendent 
turned to me and said: “You may think 
that is a patient being .restrained against 
Ms will, but that is a voluntary patient 
being discharged”. — (Mr. Armer): But the 
Departments have agreed that whatever 
value or virtue there might have been in 
the requirement at the beginning, it ought 
to disappear. — (Mr. Green): May I add, 
Sir, that I tihink “ discharge ” must mean 
physical discharge of the patient. There 



was no question of legal discharge, and this 
'was merely a safeguard. 

96. Yes. 'Now, on paragraph 82 («), I 
am not sure whether that subsection implies 
that specialist hospital treatment in mental 
hospitals is not always freely available to 
voluntary patients. Are there some mental 
hospitals which refuse to aooep-l any or 
more than a small number of voluntary 
patients?— — (Mr. Armer): I do not think 
there are any that refuse, as far as I know. 
They are limited, of course, by the amount 
of accommodation they have got as to how 
many they can take and, as you know, the 
numbers vary from area to area, but I 
doubt if it is anything more than the at- 
tractiveness of certain hospitals, rather than 
anything else.— {Dr. Maclay): There have 
been hospitals where, due tO' overcrowding, 
the admission of voluntary patients has 
been restricted, but tlhe Ministry have 
always urged 1 that this should not be done 
and that it should be the urgency of the 
case rather than the status of the case 
which 'counted, 'but it has happened! on 
quite a number of occasions, we know. 

97. {Mrs. Braddock): Have you any 

figures of people requiring or asking for 
voluntary treatment who, because of the 
bed shortage in the voluntary sections, have 

been unable to- obtain it? f do not think 

we have the figures. — {Mr. Armer): So far 
as I know, we have not, but, iif you wished, 
we would see if we have any such informa- 
tion at all. 

98. {Mrs. Braddock): I think that would 
be very important indeed, because if a 
person could not get in as a voluntary 
patient and required attention-, it may be 
that it has become necessary to certify them 
in order to get them the treatment they 
require. — (Mrs. Adrian): There are surely 
hospitals in which there is a waiting list for 
voluntary patients, in the same way as 
there is a waiting list far ordinary general 

hospitals? 'I do not think there are any 

long waiting lists.— {Dr. Maclay): There 
are hospital's where voluntary patients who 
are not certifiable have to> wait. — (Mrs. 
Adrian): Yes, that is possibly a better 
way of putting it. 

99. (Dr. Rees): Are there hospitals where 
one_ can get in- more quickly if one is 
certified than if one is not certified!? Is it 
unknown' for patients to be certified in 

order to be admitted mo-re quickly? 

N-o, I think I have stated that that has 
happened 1 and that we have -always been 
very much -against it. 

100. (Mrs. Braddock): Yes, but are not 
the hospitals under an- obligation 'to accept 
if the person is certified? If a voluntary 
patient cannot ge-t into a hospital for treat- 
ment oni a voluntary basis, and is certified, 
then there is an obligation upon' the mental 
hospital to accept that patient, because he 
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has been certified as being a person who is 
not responsible for this addons, and 1 in order 
to safeguard the public hie has got to be 
admitted? {Mr. Armer): Do I under- 

stand it, Mr. Chairman, that you would like 
from us a statement of whatever informa- 
tion we have got, if we have any at all, 
as to- how many voluntary patients fail to 
get treatment because of overcrowding or 
any other -reason, and, secondly, have we 
any information of how many would-be 
voluntary patients have 'had to be certified 
because of that position-? 

1 101. {Chairman): Yes, any information 
o-ni the practice of hospitals. I fancy it 
was true in the interval between the Men- 
tal Treatment Act and the (National 'Health 
Service Act that there were a good many 
hospital's, local authority hospital® for in- 
stance, which would not accept non-paying 
patients ulirlesis they were certified. Now 
I wonder whether that old! custom has 
tended 1 to persist under the present system.? 

We might not be able to- help much 

there, but we will see what we can. do. 

1102. Thank you. On paragraph 8'5, 
where you are dealing with private homes' 
and hospitals, arises a question which I do 
not think you refer to 1 definitely in your 
evidence, about the preseint prohibition, of 
new licensed houses. Wha-t isi your opinion 
about the continuance of that prohibition? 

(As il understand it, the -use which has 

been inuade of existing ones is declining, 
and, as far as we can judge from that, 
there is no great demand for them. The 
-only question is whether (the law, which 
at the moment says there shall be no new 
ones, should be altered 1 as a matter of prin- 
ciple and not as a matter of practical 
needs. 

103. {Mrs. Braddock): But could at not 
be that the numbers have dropped because 
of the charges that were made in private 
homes, for attention? 1 think the intro- 

duction of the National Health Service 
Act had a great effect upon them. I have 
got the figures here : in 1&90 there were 89 
of -them, in l'94l8 they had gone down to 
37, and now they are only 24, so that they 
are reducing. 

•'104. f Chairman ): On paragraph 92, the 
question of discharge of patients, -is there 
any general condition about tihe conditions 
of discharge? As I gather, at the present 
m-oment it is quite a common- practice in 
a good many mental hospitals to- discharge 
a patient when he has ceased, in the 
opinion oif the Medical Superintendent, to 
b-e certifiable as mentally unsound, without 
notification' or even any consultation either 
with hi® home or with his general practi- 
tioner, or any arrangements for his recep- 
tion. -Do you think that some sitatuto-ry 
duty should be imposed upon- the discharg- 
ing authority, whoever he is, whether he 



is the Medical Superintendent or the dis- 
charge committee of the mental hospital, 
to consult with, to ascertain whether there 
are proper arrangements for -hi® reception? 

Our view would be -that ini the mental 

hospitals you should follow exactly the 
same arrangements- as with ordinary 
■hospitals and there the Minister does im- 
press upon the ho-spita] authorities that 
they should, prior to- discharge, notify the 
general! practitioner that a patient is being 
discharged, and give him .particulars of any 
further medical care he might need, and 
so on. 

105. {Mrs. Braddock): Is not the posi- 
tion with the certified’ patients that you 
cannot discharge from a -mental hospital 
unless there is provision- for the reception 
oif the person- after discharge?— -{Mr. 
Green): No. 

1106. 'Is not -that the situation? You 
oa-nn-o-t discharge a person who- is resident 
in a mental hospital, if you can- say he or 
she is -now of sound mind, unless they 
have somewhere to -go- aind -somebody to 

take responsibility? 1 think -in law you 

could. — (Mr. Armer): But in practice you 
might not. That is a difficulty which has 
been- referred 1 to earlier, of the old .people 
who have got no-where to go, so- you keep 
them there. You get over the detention 
part by persuading them to. become volun- 
tary patients. 

*107. (Chairman): Is not t-he boot rather 
on the other leg, that no matter what 
arrangements', may exist outside, if a certi- 
fied patient is in the doctor’s opinion no 
Longer certifiable he has got to- be dis- 
charged? (Dr. Maclay): -Iff he want® to 

go, yes. 

(108. (Mrs. Braddock): One of the diffi- 
culties that I have come across in many 
inls'ta-nces is w-heni a patient has- been able 
to be discharged and, (because he has no 
place tog-o to, nobody to take responsi- 
bility for him, ihe is not discharged from 

the certification. (Mr. Armer): Perhaps 

1 might draw attention to Section 80 of 
the Act, which rather suggests 1 it is the 
local health authority who then- becomes 
responsible if -there is nobody else to look 
after the -patient, because it says there 
that if a patient is discharged except on 
the application- of a relative or friend, they, 
that is the Hospital Management Com- 
mittee, may if they think fit send a notice 
in writing to the local health authority ; in 
other words, to- tel-1 them somebody is 
colming out and might be their responsi- 
bility. 

!1Q9. (Chairman): Everybody agrees, I 
gather, that it is desirable that mental 
hospitals should notify. — (Dr. Wilson): Sir, 
might .this be a point for me to raise a 
question? A mental defective may be 
aid-owed 1 on licence into the community with 
relative ease, and may go back again, but 
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may stay for years on licence from a 
mental ■deficiency institution. II should 
have thought it might ibe convenient if 
there were a similar procedure for the 
mentally dll, whereby you could allow a 
patient to go- out easily on licence and, 
while on licence, to toe under supervision 
either toy a social worker from the mental 
'hospital or toy the local authority. That 
really is linking up with Mrs. Braddock’s 
earlier point about the jamming up of 
patients in mental hospitals because there 
is no smooth machinery for letting them 
come out into the community even on trial. 

They can be sent out on trial, of 

course. 

110. (Chairman): I am not quite clear: 
in what way do the arrangements for licens- 
ing of mental defectives differ from the 
arrangements for release on trial of the 
mentally sick?-; — (Mr. Green): Essentially 
there is very little difference. Sir, because 
when a patient goes out on trial conditions 
are sometimes attached to his leave of 
absence, in the same way as they are to 
a licensed mentally defective patient. 

111. (Dr. Rees): In some mental 

hospitals, Sir, the majority of patients dis- 
charged are discharged on trial under Sec- 
tion 55.. I would like to ask one question 
here, Sir: patients are sent out on trial 
under Section 55 by two members of the 
Hospital Management Committee or advice 
in writing of the Medical Superintendent. 
Do you think it would be an advantage 
if the relatives could recommend that the 
patient should go on trial, instead of the 
Management Committee — the Medical 

Superintendent and the relatives? Surely it 
would be an advantage if the next of kin 
could, with the Medical Superintendent, 
recommend temporary leave of absence for 
the patient? — (Chairman): I think you do 
recommend, do you not, in your memo- 
randum, that the Superintendent should 
have power independently of the Hospital 
Management Committee? — -(Mr. Armer): 
Yes, but I understood the question to be 
rather that the relatives themselves could 
do it, whether the Medical Superintendent 
agreed to it or not? 

112. (Dr. Rees): No, both of them 

together.-; — ISo the suggestion really is that 
the Medical Superintendent should do it 
without the Management Committee? 

113. (Dr. Rees): Yes. (Mrs. Braddock): 

Is it not really a fact that members of the 
Hospital Management Committee would 
nearly always take , the recommendation of 
the Medical Superintendent, but it is just 
that it is an extra person to go through? 

— (Dr. Rees): Yes. In practice one might 

have to wait a little while. We should 

have thought . it might quite well be left 
to the Medical Superintendent without 
necessary intervention by the Hospital 
Management Committee. 



114. (Dr. Thomas ): Would you recom- 
mend that that could apply for an indefinite 
period, or would you limit it, as it is in 
the Mental Deficiency Act? A Medical 
Superintendent in a mental deficiency 
hospital can now do that for a fortnight. 
Would you intend that this leave should 
be of a long period, for any length of 
period, or would you limit the authority 

of the Superintendent? 1 gathered that 

the question was comparing the licensing 
of mental defectives with the absence on. 
trial under this procedure. Absence on 
trial I should have thought could be for 
any length of time ; absence on leave of 
course would be a shorter thing, but if it 
is an absence on trial it might be unlimited. 

115. (Mrs. Adrian ): There is a financial 
point there. I have heard it questioned 
whether, when you send a patient out on 
trial, which is trial before discharge, the 
Hospital Management Committee has the 
power to grant up to the cost of main- 
tenance in the hospital to the relatives, and 
it was. questioned to me the other day on 
financial grounds, as to whether it was 
financially permissible to go on paying in- 
definitely for a patient on trial with a view 
to discharge. It is a point which has been 
raised, I think, toy auditors. — (Sir Cecil 
Oakes): I should have thought on that 
point, my Lord Chairman, there was no 
limit at all. The power is given in the 
same section and it lasts in my opinion as 

long as the power lasts, indefinitely. 1 

think it would toe possible for the auditors 
to say that this power was being exercised 
unreasonably. 

116. (Mrs. Braddock): But would it not 
only apply if the person concerned was not 
maintaining himself? In many instances 
the rehabilitation period is one in which 
a patient can get employment ; there would 
not be a question of continued payment of 
the amount it costs in the hospital if the 
person was maintaining himself by employ- 
ment? I would have thought that when 
a patient had been out on trial for a month 
or so there would be pretty clear indica- 
tions that he was suitable for discharge ; 
if you kept him on trial month after month 
merely for the sake of giving him an allow- 
ance from the hospital I think the auditors 
would have something to say about it. — 
(Dr. Thomas): I do not know if that would 
be the position. They may not rehabilitate 
themselves in a month or even two months? 

“ — 'No, but there would be some limited 
time when it was said that the period of 
trial was over. 

117. (Mrs. Braddock): There is only one 
matter, if I may, Mr. Chairman, before we 
finish: on page 11 in relation .to 

sub-section (xi) on the question of discharge 
of defectives at the age of 21, is that done 
automatically? (Mr. Green): The pro- 

cedure is statutory, a routine one. 
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11,8 What happens if they continue to 

need treatment at 21? If the defective 

is considered by the Visitors to be in need 
of further care and training, there is a 
right of appeal to the Board of Control 
within a limited time against that decision, 
and if the appeal is unsuccessful or there 
is no appeal then the patient continues to 
be detained under the original order. 

119. What I am just getting at is this, 
if they are able to 'be discharged, ait 21, 
do they automatically then., if they are 
still in need of 'treatment, come under 
mental treatment 'apart from deficiency? 
{Mr. Armer ): They aire not automatic- 
ally discharged at 21. All that happen® at 
21 is 'Chat at (that age their continued de- 
tention has to be considered (hy the Visitors. 
If the Visitors in their wisdom say that this 
patient does not require more (treatment, 
that he ought not to be detained, they 
discharge him. 

120. And what happens then?- The 

patient goes out to the co'mmuniity, and 
if all goes, well he remains there. 

121. Yes, but what further oontact and 

what further check is there? I am think- 
ing about the .one or iftwo very nasty cases 
that we have had to deal with in the 
Courts, when it has 'been discovered that 
there is a long history of mental deficiency 
and detention, and it might have been 
considered, had there 'been sufficient check 
on this matter, that some action could 
have 'been taken in order to prevent the 
action that 'they took against somebody 
else. What I want to know is, what hap- 
pens when they are discharged at 21, if it 
is stated .that they are in any need of 
further medical attention or mental atten- 
tion? They are discharged to the com- 

munity and it becomes the duty of the 
local (authority to take Whatever steps are 
necessary foir care or after-care. 

122. Is there any check kept anywhere 

of their movements? 'No, they are free 

agents. 

123. ( Sir Cecil Oakes): My Lord Chair- 

man,, the -point Mrs. Braddock is raising 
is -on a paragraph which happens by chiance 
to mention 21 ; it is exlact to say that every 
two years, three years, five years . . . 
(Mrs. Braddock ): Yes, I know that, but 
at 21 it has to be further considered. So 
■there is -no record kept of their movement, 
or anything of that sort? No. 

124. (Sir Cecil Oakes): I think their 
names are reported' to the local authority 
in connection with their Section 28 duties, 

are they not? Yes, ibut I doulbit if any 

check is kept on a defective’s movements 
out of the area. I doubt if the local 
authority says to another local authority: 
“This man was once a mental defective 
and here is his record.” 



•125. (Mrs. Adrian): Is not -the sugges- 
tion that the Ministry makes that it 
should be possible to discharge a patient 
and place him under statutory supervision 
rather meant to' deal with th-is type of' 
patient? Y es. 

126. (Dr. Wilson): If they are under 
statutory supervision the local authority 
must pass information toi another local 

authority, must it not? Under statutory 

supervision, yes. But these are people who 
-have been discharged and at present they 
come under care of the local authority 
merely as general after-care cases. 

127. (Dr. Thomas): When the Board of 
Control discharge a patient they ask the 
Hospital .Management Committee to com- 
municate wi'th the locial health authority 
and to asik -them to -give 12 _ months’ 
friendly supervision, as they call it, to- the 
discharged patient, so- there as that amount 
of supervision in all these discharge cases. 
That also applies to the 21-year old, does 

•it not? Yes, .but there is no sort of 

chasing the man about afterwards, he is a 
free agent. 

(Mrs. Braddock ): What I was concerned: 
with was some loiowledge of his where- 
abouts which could 'be useful in the pre- 
vention of some sort off very bad crime 
he might commit, not because he wants, 
to do it but because of his deficiency. 

(After an adjournment) 

128. (Chairman): It has been suggested 

to toe that it would suit some members, 
of the Commission better if other members 
off the Commission than myself were to 
have a chance of asking questions page 
by page rather than on the whole ; so 
I propose to try that. I have now, I think, 
asked my questions on pages 20 and 21 
and I would ask the (members of the com- 
mission now if they wish to put any ques- 
tions on those two pages. (Sir Russell 

Brain): I would like to ask a question on 
paragraph 84, -where it says: . “ It seems no 
longer necessary for the Minister himself 
to designate .those off his hospitals which 
may receive patients under detention for 
more than short periods or to decide which 
other off his hospitals may receive mental 
patients in oases of emergency or for obser- 
vation with power to detain for short 
periods. Both- of -these function® might 
now, if is suggested, be given to Regional 
Hospital Boards.” Could I ask where the 

teaching hospitals come in'? (Mr . 

Armer): There are none designated at the 
moment. 

129. What I had in mind was that if it 
was thought wise that as far as practicable 
.patients- with mental illness should go to 
general hospitals, then it would be desir- 
able -to make that possible in some teaching 
hospitals as well as in hospitals under the 
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Regional Boards? In Uhat case I imagine 

you would have designation where you 
want it. 

130. 1 agree, but surely in .that case the 
function should be given, ,to the teaching 
hospitals as well as the Regional Hospital 
Boards. They are collateral authorities, so 
to speak, are they not? Yes. 

13*1- Would that have thie approval of the 
Ministry?— —i think it would, certainly. 

132. (Dr. Rees): Would any teaching 
hospitals wish to .take patients certified 
against their wishes ? — { Sir Russell Brain): 
I think that remains to be .seen, but if the 
conditions were modified substantially then 
I think it might well be practicable ; and 
certainly it is in other countries. I am not 
advocating it, but I am merely asking for 
the same facilities. — {Chairman) : Now I 
should 1 say even a voluntary patient cannot 
be received 1 in a general hospital or a 

teaching hospital at present? (Dr. 

Maclay): Unless it as approved for the 
purpose. 

13'3. Unless it is specially approved for 

the purpose? tAn example would be the 

York Clinic at ‘Guy’s, which has been 
approved to take voluntary patients. 

134. (Dr. Rees): And the Ma-udsley? 

Yes, it takes voluntary patients. 

13-5. (Chairman): Have you got anything 
on page 21? (Sir Russell Brain): I have 
one or two points. We have already dis- 
cussed 1 this question of the judicial autho- 
rity, and 1 I assume that the distinction be- 
tween the temporary patient and others is 
that the temporary patient, being incapable 
of expressing willingness, cannot be said to 
be detained against his will. If that is 
justifiable for six months, would there be 
any objection, where a person is perma- 
nently in that state, oif making a permanent 
provision? That would not seem to in- 
volve any greater injustice, if there is any, 

than is done now. (Mr. Armer): It 

would mean altering the Act ; but there is 
no reason, as far as I can see if you have 
got a temporary patient and it is found 
that he really requires permanent treat- 
ment, why he should not get that without 
the process of certification. 

136. That would meet the need. I was 
going to. ask for information on these 
powers of discharge. Probably they would 
be more familiar to Other members of the 
Commission than- they are to me. This 
is in paragraph 92. I was wondering how 
these powers* would be exercised. If a 
patient were not discharged" by the Medical 
Superintendent, .that would be because he 
did not think the patient should be dis- 
charged; does it sometimes happen that 
some other body over-rules him in this 

matter? At the moment, three members 

of the Hospital Management Committee 



can discharge whether the man is cured or 
no-t ; and two of them can discharge on the 
advice of the Medical Superintendent. The 
suggestion here is that in fact the Hospital 
Management Committee would be a sort 
of court of appeal against a Medical Super- 
initendent’s refusal to discharge. In other 
words, they would be able to discharge 
against the advice of the Medical 
Superintendent. 

13'7. Which is maintaining the present 
position, but putting the primary respon- 
sibility on the Medical Superintendent, and 

reserving the other as a reserved right?- 

Yes. 

138. ( Sir Cecil Oakes): But also this 

applies .to private hospitals? Visitors 
appointed by the Regional Hospital Boards 
would have similar powers? Yes. 

139. (Chairman): Is it in your mind 1 that 
these visitons should be medical men or 

layman? 1 think it was un ou.r mind 

that that should be ileifit to the authority 
appointing the visitors. I do not think it 
is absolutely necessary that there should be 
medical men on the visiting body. 

140. Your recommendation (a) imp lies, 

does it not, that there may .be cases where 
a patient is entitled to a discharge although 
he is still of .unsound mind. .Does the same 
thing apply to (b)l Yes, I think so. 

141. (Sir Russell Brain): May I ask 
whether day members off the Hospital 
Management Committee could form a 
judgment on this matter opposed .to the 
Medical Superintendent? I am just asking 

for information. 1 imagine they would 

take into consideration .other things than 
medical. 

142. (Chairman): Why is the Committee 
under (a) to be able to- over-rule only din 
favour of discharge? Supposing the Medi- 
cal Superintendent wishes to discharge a 
patient and the Hospital Management Com- 
mittee, from its local knowledge, thinks 
it is extremely undesirable from the point 
of view of his family oir the community 
that he should be at large, are they to 

have no power to detain him? We are 

suggesting not. 

143. Do you think that is desirable? 

I should have thought so. If the man in 
ithe IMedical Superintendent’s opinion is 
cured and fit to- go, then he ought to have 
the right to discharge him without going 
to _ h.is Hospital Management Committee. 
It i'S only where the 'Superintendent is not 
prepared to discharge and the patient ap- 
proaches the Hospital Management Oom- 
mittee, or they themselves find out some- 
thing, (hat they should have the right to 
discharge. The normal procedure is that 
as soon as the man is regarded .by the 
Medical Superintendent as cured, he should 
be discharged. 
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144. (Sir Cecil Oakes): The balance 
always being in favour oif discharge, then-? 
Yes. 

145. (Dr. Rees): Sometimes voluntary 
patient's, especially old people, may have 
volition and 1 after a few months they lose 
their volition. At the present time, of 
course, steps have to be taken to have such 
patients either discharged' or certified. 
Would it .not be possible for .people who 
oome in as voluntary patients to remain 
as voluntary patients, even though they 

may have los-t their voilition? ils that 

not rather a contradiction ini terms? 

146. Maybe it is ; but why have them 

certified? What you arc suggesting is 

that there should be some procedure, short 
of actual certification, whereby they might 
be detained? 

147. Or that the voluntary patient should 
be allowed to remain on that basis unless 

he expresses a wish to he discharged. 

(Dr. Maclay): But in paragraph 86 we say 
we see no reason why any special applica- 
tion should be required. If that were 
adopted the patient would come in and 
would be just a patient. 

148. He would be just a patient? 

Yes ; and there would be no need to certify 
him, unless he or she required restraint — 
(Mr. Anner ): If he came in as a voluntary 
patient, I imagine you could keep him there 
until he expressed a desire to go.. If he 
expressed a desire to go then I think you 
would have to let him go. 

149. (Sir Cecil Oakes): It would then 

be open to the authorities at large, would 
it not, whether the doctors or whoever 
it is, to say that in the interests of the com- 
munity this man is in such a condition that 
he needs restraint, therefore you would 
apply your procedure to have him certi- 
fied? (Mr. Green): Yes. Unless you 

did that, he would not enjoy the safe- 
guards which extend to the certified patient 
at the moment, although he woujd not be 
able to take advantage of his right as a 
voluntary patient to leave. 

150. That is what happens at the present 
day ; he is notionally discharged, only 
notionally, then, he may be certified on the 

spot without ever being released? Yes ; 

at the present day he can be kept for 28 
days after losing capacity to express him- 
self, but no longer. 

151. Then they can certify him? Yes, 

they can ; but I understood Dr. Rees’ sug- 
gestion to be that if I go to hospital as a 
voluntary patient and lose my capacity to 
express myself, I may stay there for life 
as a voluntary patient, but I should not 
have any of the safeguards which the law 
applies to certified patients. 

1512. It could be quite possible to alter 
the law in the direction Dr. Rees is suggest- 
ing and then add safeguards after a period 



without any difficulty — the safeguards 

could be added afterwards. (Mr. 

Armer): I thought ithat was clearly in the 
question, so that he could stay without 
formal certification. — (Mr. Green) : 1 

understand that now, but I thought the 
proposition was that he should stay with- 
out anything being done about him at all, 
so to speak. 

153. 1 suppose after X weeks or months 

you must have safeguards? — (Chairman): I 
thought the objection to Section 5 of the 
Mental Treatment Act was that on the 
whole doctors are not prepared to say 
whether a person has volition or has not ; 
so how are we to consider this on the 
basis of a positive statement as to whether 
or not the patient has lost his volition? — 
(Dr. Rees): With respect Sir, if we take 
the case of an old lady who cannot give 
her name and does not know where she 
lives ; then we tell the relatives that we 
cannot detain this patient any longer unless 
she is certified. What can we do to over- 
come that? That is what I am frying to 
get at. (Dr. Maclay) : One could in- 

voke the doctrine of continuing volition 
and say that if she did not object to being 
there she was there willingly. 

154. (Chairman): Surely here is a 

patient, who has originally come in volun- 
tarily and she has no volition to go out. 
She does not want to go out. There are 
plenty of people in fact who get 
accustomed to institutions and do not think 
any further about it. If her relatives are 
prepared that she should stay in hospital, 
why should she not stay? I do not see 
the difficulty. — ( Sir Cecil Oakes): There is 
a legal difficulty. — (Chairman): The legal 
difficulty is that the person has become in- 
capable of taking action to free herself 
from restraint, and her relatives do not 
want to take action either. Is there any- 
thing here to form the basis for action 
by some third party for the discharge of 
that patient? — (Dr. Rees): It is the duty 
of the Board of Control Commissioners 
on their visit to make certain that all 
voluntary patients are fit to remain on 
that basis ; and unless the patient is still 
able to express willingness or unwillingness 
to undergo treatment they cannot remain 
on that basis. — (Chairman) : I suppose I am 
too much conditioned to the old state of 
things, the old Poor 'Law Infirmary. Would 
it be true that the real danger is that the 
Board of Control is responsible for seeing 
that only those who positively wish . to 
remain in the institution should remain? 

(Mr. Armer): I think it is implied in 

the law that when a person ceases to have 
volition he can no longer be a voluntary 
patient. I do not think it has ever been 
stated in terms, but it is implied, and there 
is a duty on the (Board of Control, when 
they visit, to make sure that the person 
who is a voluntary patient is a fit person 
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to be a voluntary patient. The implica- 
tion is there, although whether this is 
necessarily the law I cannot say. It is 
possible that by amending the law in other 
directions you might take this in your 
stride. — {Chairman) : I .think I see the 
difficulty. 

155. (Dr. Rees): I see that wiith regard 

to .patients on> a voluntary 'basis the 'Medi- 
cal Superintendent may asik individual 
patients to give 72 (hours’ notice. That is, 
is it not, the same as what happens at 
present? Yes. 

156. (Do you think it would be an ad- 
vantage if, dnsteadl of giving 72 hours’ 
notice, you could insist on either the rela- 
tives or the .patient giving 14 days’ notice? 

The only thing is that the more you 

do that sort of thing the more you are 
getting away from the idea of voluntary 
treatment. You .are really asking for 
powers to detain for 14 days. 

157. At the patient’s own request. At 

his request? 

158. Yes, so that if he changes his mind 
within 14 days he has given you powers 
to detain him. It can be quite useful in 
dealing with alcoholics — that is just one 

class of patients. -I suppose there is 

nothing to stop a .Medical Superintendent 
making any arrangements he likes with his 
patients by agreement. (But to put that 
into .the law would mean that there would 
be a great change in the idea of voluntary 
treatment. 

159. With regard to the visitors appointed 

by (Regional (Hospital .Boards ; is it in- 
tended. that these visitors should replace 
the visitors who now dome from the Board 
of Control? This is at the bottom para- 
graph in page 21. What we are sug- 

gesting is that the Board of Control, or 
whatever succeeds the Board of Control, 
should have a. general power of visiting 
and power of discharge, .and not necessarily 
any requirement of regular visits. 

160. So those regular visitors would not 
be the Commissioners of the Board of 
Control in the case of licensed houses, but 
would be visitors appointed by the 

Regional Hospital Boards? .That is our 

suggestion. 

161. Who may 'be lay people, lay mem- 

bers of the 'Board, or who may .be medical 
members of the Board, medical staff? Do 
you think they could adequately replace 
the visits by the present Commissioners.? 
Do you think a visit from such people 
woud have the same effect as a visit from 
the Commissioners of the Board of Con- 
trol? We think so, yes. There would 

still be visits from (the centre, from the 
Commissioners. 

162. But they would be visits not by 
highly skilled’ people like your present Com- 
missioners, but iby ordinary lay people who 



might not (have had any previous experi- 
ence of the work? ‘My point is that the 

skilled! people would' sti-H be at the centre 
and would still be visiting these places on 
occasions. 

163. There would be no regular visits by 

them? (No regular annual visits. 

164. These people would (have the power, 
nevertheless, of discharging patients from 

licensed houses against medical advice? 

Yes. 

165. (Mr. Bartlett): Would there be any 

power of veto (by the central authority 
against these visitors on the question of 
discharging? iNo. 

166. (Sir Cecil Oakes): They would 

merely replace the Visitors appointed by 
justices. What about .the frequency of the 
visits? It depends upon- what is pro- 

vided in law. Our notion is that Regula- 
tions should prescribe the minimum regu- 
lar visits by visitors appointed by Regional 
Hospital Boards, but that the frequency of 
visiting from the centre should be at the 
discretion of .the central. Commissioners. 

167. (Dr. Rees) : Then the regular visits 

.to' make icertain that .people are being 
legally detained in licensed houses — they 
should be made not by the Commissioners 
of the Board of Control but by .people 
appointed by .the Regional Hospital 
Boards? Yes. 

168. You are quite satisfied they could 

do. this work? Yes, definitely. The 

visiting at the moment is done by the 
justices’ Visitors. 

169. iNot to> licensed houses? (Mr. 

Green): It is the justices in the provinces 
and in .the metropolitan area by the 
Commissioners. 

170. Chairman): The justices in the 

provinces? There axe two visits a year 

by the Commissioners in the provinces in 
addition to' the justices. 

171. (Dr. Thomas): .Do you feel satisfied 

that this replacement by people with less 
experience and .with local interest is advis- 
able? (Mr. Armer): We are not sug- 

gesting that the visits by .the experts from 
the centre should cease. They would still 
go on as is considered to be required. All 
we are suggesting there is that the Regional 
Rospd.tall Board! should appoint visitors to 
replace the existing Visitors and should' 
have power to. discharge. 

172. ( Sir Cecil Oakes): What it comes to 

is .this, that the Regional 1 Hospital Board' 
might by chance gat exactly the same' 
people who have been, doing it? Yes. 

173. (Chairman): I am not quite clear 

on this. Is it your proposal that the Super- 
intendent’s barring power should be- 
abolished 1 altogether? No. 
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174. Where does i.t come in? Because 
at t'he present moment the Superintendents 
barring certificate does operate 'against the 
Hoispita!! 'Management Committee, does it 

not, as well as against the relatives? 

(Mr. Green)'. 'No. — {Sir Cecil Oakes)'. At 
the present time the Medical Superinr 
tendent tells his Management Committee 
he does not think a mlan is fit for discharge, 
then any three members can discharge him. 
It is done ; I have seem it done myself. 

175. {Chairman): Is there any other 

point on page 21? — (Sir Cecil Oakes): 'On 
the Last point Dr. Rees mentioned on 92 ( h ), 
no douibt if we recommended the law to 
be changed in this direction there would 
be regulations made by the Minister as to 
the type of person who should be 
appointed. That is quite important — the 
type of men or women to be appointed. 
(Mr. Armer): Yes. 

176. (Chairman) : Then we will go on to 
page 22. . In paragraph 95, is the word 
“ authorities ” used there deliberately ; you 
mean authorities and not private persons? 
Yes. 

177. (Chairman): I do not think I have 
any more question® on that page. (Mr. 
Bartlett ): There is one question, my Lord 
Chairman, on paragraph 93, where the 
Ministry say they do not consider that any 
change is needed in the periods for which 
orders may remain in force. I was 
wondering iif I could ask whether the 
Ministry would 1 object to a simplification of 
the order system of admission ; whether 
instead of having two orders it would not 
be possible (to have one, after a given 
period, with the right to extend if it was 
considered to be necessary or advisable. 
At the moment it is three days and 14 days. 
Would it be possible to have one order, 
either seven days or ten days, with the right 
to extend if it was considered to be 

necessary? (Mr. Green) : That is for 

emergency admissions? 

178. Yes. (Mr. Armer): We do later 

era suggest that the methods of admission 
should be reduced. I should imagine, 
when ifhat is done, then the various period's 
will be either amalgamated or extended as 
the case might he. 

179. You would offer no objection to 

that if iit were recommended? No. 

150. (Dr. Rees): Are you quite satisfied 
that the Board of Control do not do any 
good by scrutinising the documents at the 

present time? 1 would not say it does 

no good; ‘but what we do suggest is that 
the amount of good it does is mot warranted 
by the amount of work involved. 

181. How long has the Board been 
carrying out this; task of scrutinising docu- 
ments? How far back does it date? 

(Mr. Green): From' 1890 at least. — (Mr. 
Armer): What we are suggesting is that 



these documents should go to other public 
bodies for scrutiny, and not the centre. 

182. And the public body would be the 

Hospital Management Committee? Yes. 

183. Do you feel that the Hospital 
Management Committee could carry out 
those duties as effectively as they are 
carried out now by .the Board of Control? 

We think so, yes. The value, as we 

see it, of scrutiny from the centre is more 
apparent than real. It might satisfy the 
public, perhaps, that there is some safe- 
guard, but in our view it is not a real 
safeguard, and not any greater safeguard 
in any case than could 'be secured by having 
these documents scrutinised by the public 
bodies on the spot. 

184. (Chairman): Are you not a little bit 
apprehensive lest a very drastic reduction 
of the functions of the Board of Control 
might make it more difficult to carry out 
your recommendations (in paragraph 90 for 
the abolition of the inquisition procedure? 
No. I imagine if the inquisition pro- 
cedure was abolished cases would be dealt 
with by ordinary procedure of petition and 
so on and the 'Lord Chancellor’s Depart- 
ment notified in cases of property ; the 
nonmal procedure would go on. I do not 
see it would affect the central Board of 
Control very much. 

185. Would you not consider that the 

existence of a fund of more or less detailed 
information at the centre is some kind of 
security for the Lord Chancellor’s jurisdic- 
tion? Our suggestions would still retain 

at the centre that fund of knowledge, which 
would be useful to the 'Lord Chancellor 
or to anybody else. We are not suggesting 
that in future the Commissioners who will 
do the job at the centre will be of any less 
status .than the existing members of the 
Board of Control. They would, still be the 
experienced experts on the subject. 

186. But further on you do propose 
somewhat to reduce it to the extent of their 
not receiving such elaborate documents? 

Yes. But the scrutiny of documents is 

merely for .the purpose of seeing that they 
have been correctly filled in, so to speak. 
It is a rare thing for them t.o challenge, the 
opinion of the medical officer who signs 
the certificate. It is a very formal sort 
off affair ; and although it is true that on 
occasions it has been found .that scrutiny 
of the documents has resulted in an order 
being discharged, it is rare, and in our view 
the result might quite well have been 
obtained jusit the same if it had been closely 
scrutinised by a public body locally. 

187. (Mrs. Adrian ): I would like to go 
back to paragraph 88, page 21, procedures 
for admission against the patient’s will. It 
is suggested .that the forms of procedure 
could be reduced .to one for reception 
orders and two for urgency admissions. 
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Could we have more details about those? 
I think we have not actually got down 
to details of what they are -to be and what 

the difference should be? (Mr. Armer)'. 

What we 'have in mind is that the procedure 
for the reception order should be more or 
less in line with summary reception order 
procedure. As you know, at the moment 
the ordinary procedure for an order by 
petition, is that two medical certificates 
have to be obtained before the application 
is made, and in the summary reception 
order procedure the case goes to the justice 
and a medical certificate is obtained after. 
We suggest that those two procedures 
might 'be amalgamated on the lines of the 
summary reception order procedure, with 
one medical certificate. 

188. That should apply to every case 

which is to be by order? Yes. 

189. (Chairman): I thought you did sug- 
gest at an earlier stage of your evidence 
that it would be desirable if the first stage 
of all such orders was a provisional order 
or a temporary one?— — A temporary order, 
yes. I was dealing then, Mr. Chairman, 
with one procedure for the reception order. 
We also suggest two for the emergency 
admissions. The first is an urgency order 
on the lines of the present Section 11 
where in a case of urgency the relatives, 
or the duly authorised officer as the case 
might be, make the order and the patient 
is detained for seven days. We suggest the 
other procedure should correspond with 
the existing Section 20 where, the patient is 
taken in for a temporary period — it is now 
three days — and after that he can be held 
for a further fourteen days on a medical 
certificate. At the end of that .time the posi- 
tion must be sorted out. That is suggested 
as the second emergency procedure, and 1 is 
capable, of course, of a good deal of change 
and expansion. 

190. (Mrs. Adrian ): Is there any neces- 
sity to call that an urgency order? Is it 
only applicable to cases which have (to go 
in urgently? Could it not be applied' to 
every case? It has been very largely used, 

has it not? 1 can give you the figures 

for Section 20 cases. In 1952 there were 
20,000 of them. 

191. (Chairman): That would be some- 

thing like 90 per cent, or 80 per cent, 
would it? No, it is getting on for half. 

192. (Dr. Rees) : It is more than the total 
number certified. If you add the voluntary 
admissions there are about 40,000 every 

year, are there not? 1 think I can give 

you the figures for the same year. I 
think I am right in saying there were 
20,000 summary reception, order cases. 

193. (Chairman): I am interested in this. 
You are not proposing any more drastic 
novelty in your temporary order than the 
power of a medical officer -to extend the 



period under Section 20, not only from 
'three to fourteen days but up to six 

months? We have not suggested that in 

our paper, no ; but it is> a possibility. 

194. If you are going to got a tem- 

porary reception order into your present 
formula of one .procedure for reception 
orders and two for urgenoy admissions, then 
you must turn Section 20 into the tem- 
porary order? Yes, it is in fact a tem- 

porary detention order at the moment. It 
is seventeen day® only. 

195. (Mrs. Adrian): It is three days with- 

out a medical certificate, seven days with 
a medical certificate, and with a possible 
fourteen days on another medical certifi- 
cate. (Mr. Green): Three days without 

a medical certificate and 14 days on a 
medical certificate. 

196. Or under Section 11, 7 days with 

a medical certificate? That is the 

alternative. 

197. That can, be extended for a further 

fourteen days on. a further medical certifi- 
cate? No. 

198. (Chairman): I think as this has 
been raised I ought to return to this ques- 
tion of the place of the magistrate, the 
judicial officer, in this due process of law. 
I think I have heard some doubt expressed 
as to what extent that question is within, 
the Commission’s terms of reference. I 
have no doubt whatever that all the mem- 
bers of the Commission do regard it as 
within our , terms of reference. They re- 
gard it as so much a part: of this whole 
problem that it is really impossible for 
them to consider their work without deal- 
ing with it and 1 I should 1 therefore like to 
ask the witnesses whether they would' like 

to give us their views on this subject. 

(Mr. Armer): Yes. As I said this morn- 
ing, we would regard if as very desirable 
from the point of view of -the patient him- 
self and his relatives that there should be 
a way by which he could get treatment for 
a temporary .period — 'the sort of period 1 we 
'had in. mind was a period olf six months 
which might be extended to twelve months. 
You could secure that position by modify- 
ing the Section 20 procedure, that is by 
having the unwilling patient dealt: with by 
the duly authorised officer and taken to 
hospital under Section' 20 or a modified 
form of Section 20, and kept there for a 
short period, three days or a week. Then 
for a further period, on medical recommen- 
dation, which instead 1 of lasting for four- 
teen days as at present could be extended 
up to isix months and .perhaps a further 
period olf six months as the case might 
be. But in those cases that would out 
out the judicial authority for a period of 
twelve months. The point to, be considered 
there is whether in the interests of the 
patient himself and his relatives it would 
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be a jiuistifialble thing to deprive a person 
of Ms liberty for twelve months when he 
is on the premises unwilling to receive 
treatment. 1 think oiur view would be that 
on balance the merits are in favour of 
the twelve months’ treatment rather than 
on the other side. In other words, we 
are suggesting that in our view it would 
be right and desirable to have a system 
whereby a person unwilling to receive treat- 
ment should in fact toe detained perhaps 
up to a period of twelve months by some 
procedure such as temporary order 
procedure. 

199. And that there should be no right 
on the part of any citizen, any relative or 
any third party, to raise that question in 

the courts? That is so. — (Mr. Green): 

There would be the right of discharge, of 
course ; the relatives would have the right 
of discharge which they now have in the 
case of the present temporary patient, and 
which is analogous to the right they have 
with regard to the discharge of certified 
patients. They can discharge at any lime 
on a direction in writing unless the medical 
officer certifies that the patient is dangerous 
and unfit to be at large. 

200. (Chairman): Ex hypothesi this man 
is being held on a medical certificate and 
there is no right of the courts to entertain 
any complaint against a medical certificate, 
one medical certificate? — (Mrs. Adrian): 
Surely the barring certificate has to say 
the man is dangerous, which is more than 

the original certificate says? That ds 

so — (Dr Maclay): And it is hardly ever 
used. 

201. (Chairman): That I think you pro- 
pose to change, do you not? (Mr. 

Armer): We are proposing that the barring 
certificate should say “dangerous to him- 
self or others 

202. ( Sir Cecil Oakes): You raised the 
point about there being no power to go to 
the courts, and I am not sure whether Mr. 
Green assented to that. Is it not possible 
for a relative to go to the court to 

challenge the doctor’s certificate? (Mr. 

Green): Yes, it would he. There is nothing 
to stop any relative or anyone going on 
behalf of the patient to challenge any 
irregularity in the proceedings by which he 
is detained. 

203. (Dr. Rees' ) : Would you be in favour 
of giving the patient the same right as now 
enjoyed under an order on petition, the 
patient should be seen by a magistrate 
within seven days of admission if he so 

desires it? (Mr. Armer): That is what 

we are trying to avoid on this procedure, 
the intervention in any form of the justices. 

204. You do not think that is necessary? 
No. Once you have that you are get- 
ting almost at once to the procedure where 
the justice gives an order for continued 



detention, and you might as well go straight 
away for the order. 

205. (Sir Cecil Oakes): You are en- 
deavouring to assimilate the admission of 
these people as nearly as may be allowed, 
subject to the general prevailing climate 
of public opinion, to the ordinary hospital 
patient, that is what you are endeavouring? 
Yes, that is so. 

206. (Chairman): I am wondering 

whether one ought to get rid quite so much 
of our rather peculiar English procedure 
where the justice is discharging the func- 
tion, certainly in the manner in which he 
discharges this particular function, only 
partly as a servant of the law and much 
more as a servant of the local community. 
That is his historical function ; and I am 
wondering whether you really would not 
best meet public opinion and the require- 
ments of the due process of law if you 
created a statutory admissions committee in 
each Hospital Management Committee and 
even, if you like, provided that a justice 
should 1 be the chairman of that committee, 
and let that committee be responsible in the 
last resort for the admission and detention 
of patients, subject to such barring certifi- 
cates as you want to reserve to the Medical 
Superintendent. We had in mind our- 

selves that you should obtain a situation 
where the admission of a mentally ill 
patient into hospital was secured with as 
little formality as possible. I had not 
myself considered a proposal such as you 
have just put now, but at first sight it 
would seem that you would place upon a 
sort of statutory board locally, a duty which 
in effect would be almost the same as 
an order by petition. They would have 
to issue some sort of formal document that 
this is a right and proper patient to go 
into hospital. 

207. I think you are now embroidering 
my proposal. The Hospital Management 
Committee is after all responsible for the 
management of its hospital, and responsible 
therefore for all recap 11 o ms and discharges. 

1 am sorry, I thought your suggestion 

went on to say the chairman should be a 
Justice of the Peace. 

208. (Chairman): I am wondering 

whether the right thing is not to abolish 
the magistrate, but to absorb the magistrate 
into the hospital procedure? — —I think we 
should have to have a little time to con- 
sider that suggestion, Mr. Chairman. 

209. (Chairman): Your view obviously 
is that you would rather get rid of the 

magistrates altogether? Yes, except 

where there is going to be an order on 
petition ; there you must have the 
magistrate of course, but our view is that 
you should avoid procedure before a 
magistrate as much as you can. 

210. (Mrs. Adrian): When it has come 
to the magistrate for an order on petition 
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the procedure should be perhaps more 
formal than it is at present? As a 
magistrate, I very much dislike the rather 
informal procedure, where you are taken 
to the patient’s house in the front parlour 
with relatives coming in and out. It is 
extremely difficult to conduct any sort of 
•inquiry in more than name, and I would 
welcome a much more formal procedure 
from the point of view of the magistrate, 
when it does come to a certificate in a few 
eases at a much later stage. — (Dr. Rees): 
If most of the patients were dealt with 
under Section 20 or as temporary patients 
we could then afford to make certification 
quite formal and difficult? — (Chairman): 
You must not make it too formal and 
difficult for the patient? — (Mrs. Adrian): At 
present we have to deal with the patient 
before he has been treated, well knowing 
that if he is not certified he cannot be 
treated. It is the wrong stage I feel for 
judicial inquiry. 

211. (Kir Cecil Oakes): May I raise one 
point? I wonder are the Ministry satisfied 
on the public aspect of this? I'f you had 
the power in law to detain me for twelve 
months without any outside process beyond 
what you have just suggested, do you feel 
the pulbilic would be adequately safeguarded 
as regards the detention of people under 
those conditions? Do you think the 
assimilation has gone so far in the public 

mind) that there would! be no unrest? 

We should think so. 

212. You think we are ripe at the present 
time for legislation as far as that? I 

should personally have doubted it. (Dr. 

Maclay )•: One great safeguard would be 
the right of the relatives; if the patient has 
relatives, , to discharge, subject of course to 
the barring certificate, and there are other 
safeguards which will remain. 

213. (Chairman): Is there not some 

danger that if you make a psychiatrist's 
certificate an absolute bar to an action of 
habeas corpus, so to speak, with no further 
procedure for twelve months, that the law 
may 'begin to attach’ a greater responsibility 
to the original medical certificate on which 
the man was originally apprehended, and 
that the doctor may be at a greater risk? 

(Mr. Armer): iNo, I should not have 

thought that. The danger, I should have 
thought, would be that the certificate of a 
doctor ultimately becomes of equal signifi- 
cance to an order of a justice on petition. 
Ultimately you do not save very much. 
That is the 'danger of altering your pro- 
cedure, 'because your new procedure will 
attach to itself the same sort of stigma as 
you are trying to avoid in the old 
procedure. 

214. (Sir Russell Brain): That was a 
question Which was ini my mind. What is 
die factor to which the stigma attaches? 
It is not the issuing of certificates, because 



temporary certificates are issued, nor can 
it be entirely detention, because such 
patients are detained. Is it in fact the 
introduction of the law in the form of a 
magistrate who- is regarded by the patient 
as being detached from tlhe therapeutic pro- 
cedure? Is that itfae factor? 1 should 

have thought the stigma was the actual 
order of the justice. 

215. (Sir Cecil Oakes): I would like to 
have that expanded. It is the first time 
in iroy forty years’ experience in- the work 
that I have ever heard that suggestion. I 
would like to hear Chat explained. I have 
never heard that suggestion before, and I 
shouild like to hear what data yo-u have 
and why you come to that conclusion. I 
have never heard that suggestion by any 
person, certified or uncertified, in any 
realm dealing with the work, and I should 
very much like to know why you come to 
that conclusion that the stigma comes from 
the certificate. All the people I have 
spoken to, ex patients and their relatives, 
say the stigma is entirely the institution. 
They do not know anything about , the 
certificate, they do not understand it. They 
do not know their brother iis certified ; they 
do not know their mother is certified 1 ; .it is 
simply having to go to the institution. I 
have never heard anyone say the act of 
certification! was anything to do with the 

stigma. -We have had a fair amount of 

correspondence suggesting that from the 
relatives’ point of view — not the patients’ — 
the stigma is the fact that there has been a 
judicial! order saying that thiiis person must 
be detained because he is a person oif un- 
sound mind. It is that I _ think which is 
the thing they want to avoid. 

216. (Chairman): After all, under the 
immigration regulations of the United 
States the sitigma is that your father or 
your mother has been in an institution for 
the insane . — (Sir Cecil Oakes): Exactly, 
Sir.— -(Mrs. Adrian ): If that is so, how is it 
we have practically 50 per cent, of our 
admissions now voluntary admissions? 
They are not detained, 'but they are in the 
institution, they are in the mental hospital. 
(Sir Cecil Oakes): When you apply for a 
passport you must say whether you have 
ever been in an institution. — (Mrs. Adrian): 
lit cannot be only the stigma of going .into 
the institution as so many people go volun- 
tarily. — (Dr. Rees): > In the eyes of the 
patients themselves in- the mental hospital 
there is a very real stigma in being certified. 
Those who have not been certified feel 
superior.— -(Chairman ) : What do you mean 
by certified? — (Dr. Rees): Under the magis- 
trate’s order. — (Chairman): Is that what 
certified mean® in popular parlance, that 
you have had a magistrate’s order, or is it 
that you have had a doctor’s certificate? 

When we use the expression “ certifi- 

oaifcion ” in our document we mean the 
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combi nation' of the judicial authority's 
order plus the medical certificate, (the im- 
portant thing 'being the justice's order. 

217. (Dr. Rees): The temporary patient 

goes in not under a medical certificate but 
under a medical recommendation, and that 
is a very different thing. There is no cer- 
tification that the patient is of unsound 
mind. — { Chairman ) : I am now 'beginning to 
ask questions of my fellow-members of the 
Commission, but why then is Section 5 
•so little used? — {Dr. Rees): Because Section 
5 can only ibe used where a patient is 
incapable olf expressing willingness or un- 
willingness to undergo treatment, and that 
only applies to about 5 per cent, of our 
total admissions. — {Sir Russell Brain): It 
say-9 in the Act “ temporary treatment with- 
out certification.” — (Dr. Rees): Medical 

recommendation, no certification. 

218. (Mrs. Adrian): Presumably it would 
be on medical recommendation- that all 
temporary patients would be admitted? 
Yes. 

219. If the Ministry’s suggestion were 
adopted, there would he neither medical 
certificate nor legal formality, so to speak? 
Yes. 

220. (Chairman): If I may say so, it 
seem-s to me that that line of thought is 
very promising, but I do think, if ! may 
suggest it to the witnesses, that they should 
-consider further what safeguards may be 
necessary during that 12 months. I do- not 
say the 'beginning of it, hut in the course 
of the 12 months, what safeguards may 
-be necessary to satisfy the public or the 
laiw that this -procedure is not open to 

hanky-panky. Do- you wish us to put in 

a note on that? 

221. (Chairman): I think you might con- 

sider it and let us have, your views in 
writing, or perhaps give evidence before us 
again on that subject. If might be worth- 
while mentioning this. In the new recom- 
mended model Act in the United States, 
the procedures are reduced not -to one 
ordinary and) two- emergency but there are 
two ordinary and two emergency; in at 
least one, which requires no previous judi- 
cial order, there is a registration with a 
Court of Record. Wihat legal effect that 
registration would' have -I do not know, but 
it may possibly 'be that registration in a 
Court oif Record may be m-ore effective 
from the point of view of public opinion 
or of the law than mere registration with 
administrative commissioners like the Board 
of Control. That might 'be considered pos- 
sibly. Yes. 

222. ( Sir Cecil Oakes): Before you pass 
on, may I raise a point in personal ex- 
planation — I rather exploded about this 
stigma. I have just discovered the Report 
of the Royal Commission of 1926 and I 
see a very strong paragraph on this point 



and i-t is implicit, they say — recognition of 
the fact that certification carries with it a 
stigma. There is not a word in the whole 
off this dealing with the order of the jus- 
tices. ; I't -is the certificate of the doctor 
which is the stigma. It is laid down- quite 
emphatically here, quoted from doctors 
and quoted from witnesses. I have never 
heard it said anywhere that the justice’s 
order has- anything -to do with the stigma ; 
it is always the doctor’s certificate that the 
person is insane. That is confirmed- by the 
evidence- before the Royal Commission in 
1926. 

223. (Chairman): I think w-e have carried 
that as far as we can — I sympathise. I 
have one note on page 23 merely on the 
question of fact. -It is paragraph 103: — 

“The manager® of h-ospitals should 
have authority to make maintenance 
grants where necessary, and to- arrange 
for the boarding out of any class of 
patient.” 

What are the powers of an ordinary general 
hospital in the case of an oidiuary sick 
man -in that respect? Have they authority 
to make maintenance grant®, I am not 
sure? 1 should say not. 

224. Bu.t the whole burden- of this 
recommendation- is to make the mental -hos- 
pitall as -much like the general hospital as 
possible. We might, just note that for 
further information. Are there any other 
questions members of the Commission 
would 1-ike to ask down to paragraph 103? 
In -that ca-se shall we pass to- mental de- 
ficiency. 'Paragraphs 105 'bo- 108 are about 
one of the most, -important subjects with 
whioh the Commission will have to deal. 
I wonder if the witnesses would- like to 
elaborate their view-s at all, in particular 
give examples of the type of cases referred 
to in paragraph 107 -in which the present 
definitions -might prove inadequate or 

doubtful? -I think our view would- be, 

Mr. Chairman, that the alteration of the 
kind we suggest in the definition of mental 
deficiency would not really extend the 
scope of the existing Act. To oiur mind 
it is -pure clarification. We regard the 
present definitions as enabling medical 
practitioners -to- certify mentally defective 
patients on the ground) that they have 
characteristics -from early youth which 
make them anti-social although their 
intelligence might be quite normal. There 
are some people who- regard the present 
definitions as not enabling them to do that, 
and that one of the conditions -that first 
must be satisfied is that the intelligence 
is low ; that is, that the person must he 
deficient intellectually as well as being 
troublesome from a character point of 
view. All we are suggesting here is that 
there should be clarification to remove that 
doubt, to make it quite dear that intelli- 
gence itself is no-t the only criterion of 
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mental deficiency. But, as we point out, 
as soon as you enter that field you run 
into the tremendous danger of having the 
definition so loose andl so iwide that every- 
one who is anti-social in any kind of way 
becomes a mental defective. That is wihat 
we have to guard against. We think 
ourselves something on the lines of the 
Irish law would meet our point. 

225. You like the 'Irish definition, do 

y 0U ? One thing we do not like about 

the Irish definition is that it leaves out 
age qualifications ; it does not say that the 
defect must have appeared before the age 
of 18. They leave it out. They might 
argue it -is implied, but it is not there in 
terms, and in any definition which fol- 
lowed the suggestion we should ourselves 
like to see that age 18 retained. 

226. I should have thought the difficulty 
on the Irish definition was that it depends 
again entirely on the words “ arrested or 
incomplete development of mind ”, and still 
leaves you to interpret “ mind ” and, just 
as in the case of the moral defective under 
the English Act, you are still left to prove 
general mental defect as well, so under 
“ social inefficiency ” under the Northern 
Ireland Act you would still have to prove 
arrested or ’ incomplete development of 

mind. Yes, that is so, but the difficulty 

we see in our Acts is the juxtaposition of 
the mental defective and the moral defec- 
tive which says a moral defective is a 
mental defective who has certain other 
characteristics, rather suggesting that he 
must be a mental defective first and then 
a moral defective, which again suggests it 
must be some defect of intelligence rather 
than a defect of character which makes him 
a mental defective. 

227. (Dr. Thomas ): Could the Ministry 

tell us what proportion of mental defectives 
who are certified now are certified as moral 
defectives? What I am wondering is 
whether the term moral defective is entirely 
redundant in actual praotice? 1 under- 

stand very few are certified as moral defec- 
tives, but even with the definition in our 
law now there is no need to do it, because 
he is already mentally defective and you 
can certify him as such. 

228. In practice over twenty years I have 
never used that term, and it seems to me 
all that is required in the way of certifica- 
tion can be met with by the term feeble- 
minded or imbecile, whichever applies, 
where there are moral factors involved in 
the mental defeat. Does the Ministry agree 

with that view? (Mr. Armer): Yes. — 

(Dr. Maclay ): That is exactly our view I 
think. 

229. (Sir Russell Brain): I am not sure 

I follow that Does it mean there are not 
moral defectives of relatively normal in- 
telligence? No. it means the feeble- 

minded need not be of low intelligence. 



230. ( Sir Cecil Oakes'): Would psycho- 
paths come within the group? if you 
removed moral defectives from the defini- 
tion altogether would not psychopaths 
become moral defectives? — (Mrs. Adrian ): 
Or feeble-minded if you take the moral 

definition out? 1 think it is quite clear 

many psychopaths could be dealt with as 
feeble-minded. 

231. (Sir Cecil Oakes): Moral defective- 
ness in the Act at present is not intended 
to indicate another type of defective from 
feeble-minded ; it is one of that type 
possessing other qualities, it is not a fourth 
category, but a sub-division of the other 

three. Yes, put in this way it has thrown 

doubt on the position. 

232. (Sir Cecil Oakes): Surely moral 
defect under the Act does not necessarily 
imply any defective intelligence at all. _ It 
says the person must be mentally defective, 
but that is defined as arrested mental de- 
velopment. The arrest may- be in moral 
development coupled with normal intelli- 
gence. Unless you have a category to 
cover that it will not be covered by any 

other definition of feeble-mindedness. 

(Mr. Armer): We ourselves have always 
read it like that, but others outside have 
not. What we are suggesting is something 
to clarify the position to make it quite 
clear that that is so. In other words, that 
you can have a mental defective within 
the meaning of the law who has quite a 
high intelligence perhaps. — (Dr. Maclay): 
This view was taken by experts suoh as 
Tredgold and Herd many years ago and 
was the view taken with regard to un- 
soundness of mind by the Atkin Committee 
in 1924. 

233. To implement that view you would 

hlave to eliminate in the definition the words 
“ the condition of arrested or incomplete 
development”? You would have to do 
that to include those cases? No. 

234. (Dr. Thomas): There is the alter- 

native way of considering it, and that is 
not to have the category of moral defec- 
tive in the definition at all, but to limit 
it to the three categories, idiot, imbecile and 
feeble-minded? Yes. 

235. (Mrs. Adrian): But then you must 
make it quite clear that feeble-minded in- 
cludes arrested development, which includes 
moral or emotional arrested development 

as well as a purely intellectual one? 

Yes. 

236. (Dr. Thomas): It does not neces- 

sarily follow that you have to specify any 
particular quality of weakness of mind in 
order to fulfil the feeble-minded definition? 
In other words, it would be justifiable to 
regard a serious moral defect or a crimi- 
nally vicious propensity as all pant of the 
structure of the personality which indicates 
feeble-mindedness ? Exactly. 

237. (Mrs. Adrian): Would it not be 
better to call it mental deficiency, because 
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feeble-mindedness gives the impression of 
stupidity? Mental defect is a wider term 

than feeble-minded? Yes. 

238. { Chairman ): What proportion of 
these 150,000, or whatever it may be, 
people who are under care as mental defec- 
tives are under the age of 2il? (Mr. 

Armer ): I lam sorry I have not got the age 
distribution I am afraid. You mean those 
who are now in our institutions as mental 
defectives who are under 21? 

23 '9. In institutions or under statutory 

supervision, (Dr. Maclay ): It will take 

a -moment to look for this. 

240. What is in my mind is whether in 
dealing with definitions you need this 
elaboration of statutory classifications. You 
would certainly not need it if you took 
the iI.Q., as I gather the witnesses are pre- 
pared .to take the I.Q., with a grain of salt. 
In other words, you do not regard the 
condition of these entrants as necessarily 
static and unimprovable. That 'being so, 
the problem is fundamentally an educa- 
tional problem. You might classify the 
child for the purpose of educating it or 
treating it in any way from time to time, 
but to commit yourself to a statutory classi- 
fication that, this child 1 is feeble-minded 
and -that child is morally defective and 
that -child educationally subnormal, and 
that child something else, is surely 
thoroughly against all sound social reform 

practice, so to apeak? (Mr. Armer): I 

■think we should agree. We see no virtue 
in the four divisions in the existing Act. 
But, being there, -the fact that you have 
your moral defect as a sub-division of 
another, has .thrown doubt on the whole 
thing in some people’s minds. Our only 
point is that we want to remove that doubt 
but, in removing that doubt, to make it 
quite clear that a mentally defective person 
might be someone of quite normal intelli- 
gence who has defects of character, but 
those defects 'Of character must have 
appeared, or symptoms of them, at an early 
age, before the age of 18. 

241. (Dr. Thomas): Do I take it that 
your observation regarding moral defective- 
ness 'being a term very seldom used and 
of somewhat doubtful value would not 
prejudice your considering that all these 
other definitions are not really necessary 

from -the point of view of certification? 

I think we should agree. 

242. (Chairman): We are really dealing, 
are we not, with young persons mostly who 
do not possess, for one reason or another, 
the degree of self control appropriate to 
their age? — Yes. 

243. Is there any closer definition you 

can get than that? It goes beyond that 

and possibly the difficulties arise when 
they are older and come before the Courts 
for petty crimes, and sufficient evidence of 



mental defectiveness bad noit come to light 
before, perhaps. Crimes repeated rather 
indicate it is not merely anti-social be- 
haviour, and on looking into the matter 
the Courts may find 1 that symptoms have 
appeared from an early age and they have 
the person certified as mentally defective, 
So it is not entirely a question of dealing 
with minors. 'Some of these cases are not 
brought into the open., so to apeak, until 
a later age. 

244. One is dealing probably up to the 
age of 25 or later with a state of im- 
maturity and prolonged infancy, and by 25 
or a little later a good number of these 
people who are not idiots or imbeciles do 
fit into life more or less, some do and 
some do not, and are more or less absorbed 
into the community and do not come within 
the purview of any health authorities? 
How many are there who are an active 
problem to health authorities after the age 
of 30? Your moral defective may quite 
well in certain cases more or less get well 

by about the age of 30? (Dr. Maclay ): 

Sometimes, or later. 

245. It does happen? Yes indeed. 

246. What I am trying to get at is _ to 
what extent are we justified in considering 
this problem, that oif the law and the 
medicine involved in it, as a problem which 
can be dealt with under the head of 

infancy? 1 can now give you the 

number of persons under 25 who were in 
institutions at the end of 1949. At that 
time there were 15,630 out of 49,800 under 
the age of 25. (Chairman): That is a 
smaller proportion than I expected. It is 
only one-third. 

247. (Dr. Rees) : Can you tell us to what 
extent those feeble-minded people of 
relatively low intelligence make up our 
trouble in families in large _ -towns, people 
who possibly might be in institutions but 
are not, owing to lack of accommodation, 
possibly. To what extent do they account 
for the large amount of .trouble in families 

in our cities? (Mr. Armer): I do not 

know, but I should think mental defect, or 
perhaps I might say low mental intelligence, 
accounts for a good deal of it. 

248. (Chairman): Coming on to para- 
graph 109 where your recommendation's as 
to policy begin, you suggest: — 

“.that the possibility of providing 
adequate care by supervision, occupation 
and training in the community should 
always be considered before steps are 
taken to send a defective to a mental 
deficiency hospital or other institution.” 
Are you sure that may nort be to put title 
cant a .little before the horse? Is it not 
only by some observation and experiment 
in. an institution organised for that purpose 
that you can really distribute your defec- 
tives when they are first ascertained 1 among 
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the various forms of supervision' or 
guardianship and' so on, or employment or 

training? 1 think there are two problems 

there perhaps. We are dealing here with 
the steps to 1 he i taken before 'they are con- 
sidered for hospital treatment; the steps 
to be (taken after hospital 'treatment we 
deal with later. Our point here is simply 
this, .that too often a mental deficiency 
hospital is used as a place to deal with a 
mental defective When in fact supervision 
in a community if exercised 1 a little more 
thoroughly could have prevented that. 
Apart from the fact that hospital (treatment 
is very expensive, in general it is had for 
the mental defectives to have institutional 
treatment where it may be avoided. This 
is rather a suggestion ithat the local autho- 
rity services might ’be expanded as far as 
they are able to do so in order to avoid 
hospital treatment. 

249. (Dr. Thomas ): Would not there be 

a danger in- that suggestion ithat a great 
deal of itibe treatment' of the defective is 
of a very patchy nature? -I am consider- 
ing now the very well run occupation 
centres of big cities, where they have easy 
transport and relative wealth as compared 
with rural areas where perhaps one occupa- 
tion centre opened one day a week will 
serve a whole community. Do you think 
a (proviso of this kind might deprive a 
patient of useful treatment with a view 
to his future rehabilitation? This sug- 

gestion would only be applied where an 
occupation centre is all that is needed in 
the circumstances of the case ; for example, 
to get the defective child perhaps away 
from his home and to .give his family the 
chance -of a rest, and to- keep him occupied 
for his good. It is a fact that in- rural 
areas it is very difficult to run occupation 
centres, and one or tiwo of ithe rural 
counties have suggested that they should 
proceed with the erection of residential 
occupation- centres, perhaps for weekly 
boarders, where the defective can be occu- 
pied during the week. That is 1 a new depar- 
ture and nobody has started yet, but that 
would get over (the difficulty you have in 
mind of continuity of occupation instead 
of just once a week. 

250. Would not that again tend to break 

up the service to the patient, the relation- 
ship between the patient and the com- 
munity? In other words, you are now 
developing a highly organised psychiatric 
treatment for a patient through local 
hospital management committees. Is there 
no danger of a diversion of energy by a 
system lof this kind growing up? I recog- 
nise its place, but is there not more likely 
to be a danger of that kind in running 
two similar series of institutions, either as 
day hospitals or occupation residential in- 
stitutions? There is a very real danger 

■of course that 'these residential occupation 



centres, or even day ones, may develop 
into mental deficiency institutions if you 
are not careful. I should have thought 
the staffing would have been sufficient to 
curtail that, because these occupation 
centres would not have psychiatrists on- 
their staff. There would be simply trained 
occupational therapists. 

25'1. They wo-uid be intended essentially 

then for lower • grade oases? Partly, yes. 

We feel that the hospital is the last place 
to take a defective if you can deal with 
him in- ithe icommunity successfully 
otherwise. 

252. (Sir Cecil Oakes): Have you found 

that view is prevailing more extensively 
with local authorities than it was? -Yes. 

253. (Chairman): Passing to 110, your 
proposal that there should be no power 
to detain in such homes or hospitals, does 
that .perhaps underline again the desira- 
bility of making an insftiltu'tion the centre of 
these arrangements so that you would have 
the compulsory power which the granlt of 

leave on Licence gives you? Wlhat we 

have in mind here reality are cases which 
do not require the (intensive training under 
specialists that you have in institutions, and 
on. the second oou-nlt the patients who have 
been through institutions and are fit to live 
in the community so lomig as they have 
someone to look after them. The great 
difficulty we have in- the mental deficiency 
field is ‘that we often have patients in our 
hospitals who could quite well go out if 
there were someone to -look after them., 
and very often part of it'he reason they are 
there ds because of unsatisfactory homes 
and so on. If we could have some pro- 
vision by way of hostels or centres of that 
kind I am quite sure that we could dis- 
charge a -good many of our mental defec- 
tives from our institutions. 

254. (Mrs. Adrian): Could I pursue that 
a little -further. As I see it you are trying 
to institute a local authority service which 
will provide further training and employ- 
ment in hostels for defectives after they 
leave schools (some who have 'left the 
e.s.-n. day schools) as far as possible on a 
voluntary basis and persuade people to go. 
But there would be some cases I think 
who would not need .institutional treatment 
but do need that form of further training, 
and you have no power, if they, or t-heiir 
parents are not willing, to make them go 
to such a training place. They would have 
to go to an- institution first, which necessi- 
tates their being certified and them .they 
would come out on licence. Would there 
be no possibility of an- intermediary there, 
of some fonm of compulsory further train- 
ing, some power to ensure that the defec- 
tive who needs -it has further training be- 
tween the ages of 16 and 2;0 without 
necessarily being certified? An extended 
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educational (power is possibly the one 
needed. 1 am .thinking of a case particu- 
larly now of a hoy leaving a e.s.n. resi- 
dential school who bas an exceedingly bad 
home, and is perfectly capable of earning 
his living ; in fact Ihe did for .a time earn 
his ’living at £3' a week in employment but 
had to be certified because the conditions 
in 'his own bonne (were such that he com- 
pletely went off the rails and became 
violent, which I think was entirely due to 
the fact that his parents were mental de- 
fectives and the home was in such a chaos 
that he could not adapt himself (to it, but 
in himself there was no (need for such a 

case. 1 think in some areas the difficulty 

is met by the patient being placed under 
the guardianship of local authority officers, 
but that does mean certification. 

255. That means certification too. 

That boy was not willing to go anywhere 
and could not be persuaded? 

256. (Mrs. Adrian)’. I imagine not. It 

is very difficult for a boy to make that 
decision against his parents’ will for him- 
self.— (Dr. Thomas ) : It would be of value 
to the Commission to have some statistics 
on the matter the Chairman mentioned 
this morning, that is the number of children 
who go through the special schools for 
-the educationally sub-normal/ who ulti- 
mately require certification and how many 
educationally sub-normal children after 
being through the schools fulfil the normal 
community requirements. The other piece 
of information I think we might ask for 
is the estimate of your Ministry of the 
number of patients of this type of cate- 
gory which you envisage living without 
certification in local authority accommoda- 
tion. (Dr. Maclay ): May I say some- 

thing about that accommodation, because I 
think there are two kinds of hostels 
needed, not just one under the local autho- 
rity. I think you have two kinds of defec- 
tives. I think you want hostels run by the 
mental deficiency institutions for the more 
delicate, if you like, mental defective who 
given expert care in the evenings in his 
living quarters and social life can be sent 
out to work, probably for a reduced rate 
of pay, and those hostels should I think 
be under the control of the mental de- 
ficiency institution. I think you want other 
hostels run by the local authority for the 
defective who is sufficiently stable to sur- 
vive if he is given reasonably good sur- 
roundings, -and who is usually also able to 
earn the same wage as other people in the 
community, but I think the hostels run by 
the local authority would be better if not 
entirely for defectives but for a mixed 
group of people who require -hostel accom- 
modation. 

257. You would not in other words have 
any criterion to determine how that child 
or adolescent would enter that hostel? How 
in other words would you know that he 



was defective? I mean the term “ defec- 
tive” iby inference is social inadequacy. 
(Dr. Maclay ): Whioh hostel? 

258. The local authority one. He 

might have been ascertained without being 
subject to be dealt with, or he might have 
been completely discharged from a mental 
deficiency institution. — (Mrs. Adrian)’. He 
might be under statutory supervision. 

259. (Chairman): One of the dangers I 

see, and there is no doubt in my mind 
•it might happen, in too many local autho- 
rities who have a hostel of this kind, is 
that it has no determined functions, it is 
only a sleeping place and it gets used as a 
remand home, or for various sorts of pur- 
poses by the court. (Mr. Armer): Yes. 

260. (Dr. Thomas ) : I think the danger I 
see in that set-up — I wonder if the Minis- 
try have any ideas about this — is that 
theoretically we were talking of a very 
limited group and in actual fact the larger 
proportion of the higher grade patients 
who we now regard as mentally deficient 
or feeble-minded do not actually come 
into institutional care or training at all, in 
other words they manage their own affairs 
quite well with a certain amount of super- 
vision, and essentially it is not really a 
problem of the defective but a problem of 
the environment catering for them. It is 
just that group who are so near to normal 
who need really expert advice when it is 
needed. How does the Ministry propose 
to cover that point? In other words I 
doubt very much whether the general prac- 
titioner can give what you require in that 

hostel. 1 should imagine if he needs 

the full treatment, the full supervision which 
a mental deficiency hospital can give then 
he would be certified and sent (there. 

261. Is that necessary? Under the 

present procedure it is necessary. 

262. I am talking about what you are 
envisaging. Should there not be some 
sort of liaison, for instance the psychiatrist 
now will do work for a local authority and 
child guidance or any other category, and 
is it not possible for some kind of arrange- 
ment to arise over this kind of hostel 

arrangement? (Dr. Maclay ) : _ Surely. — 

(Mr. Armer) : More than that. It is possible 
to arrange for the psychiatrist to assist 
general practitioners and even local autho- 
rities where they think it is a useful pro- 
vision for some home visits or home treat- 
ment. But the danger of linking up too 
closely with the hostel of this kind is that 
quite by ’accident the thing suddenly be- 
comes a mental deficiency institution just 
like the Minister’s one, and we have to be 
careful, I think, that we do not run hostels 
which as the Chairman himself suggested 
might become dumps for all sorts of 
people ; that is the danger of it. At .the 
same time we are quite satisfied ourselves 
that there is a very useful and proper place 
for this kind of hostel. 
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263. (Chairman): Of course going on to 
paragraph 111, you use the words- 

. . to distinguish clearly between the 
types of defectives to- ibe cared for.” _ Is 
there not some danger there of getting 
into further refinement of Glassifications? 
Is it really desirable that there should be, 
so to speak, a dichotomy between' local 
health authority children and 1 the hospital 

children in- addition to all t'he others? 

No, these would not be children. We 
imagine that the type of person who would 
go to these hostels would be beyond school 
age. 

264. They would be -between! the ages of 

21 and 30 I suppose? Yes. 

265. Or 16 and 30? -Many of them 

would be capable of earning their own 
Living under control and guidance. 

266. (Mrs. Adrian) : < Is possibly what 
we want some continuing form of guar- 
dianship, not guardianship under the 
present Mental Deficiency Act which com- 
mits a defective to a particular person, 
but something more analogous to the Fit 
Person Order to a local authority which 
places them- in loco parentis and gives 
others certain powers of directing what 
training the defective shall undergo, that 
he shall -live in- a hostel, something of that 
nature, and give the defective a chance 
to mature and adapt himself to the com- 
munity without being certified- and sent to 
an institution, but not necessarily in his 
own home which so often is a bad one? 
The problem -of family -background. 
You commit the normal child to the care 
jf a fit person because his background 
maikes it impossible for him to mature and 
grow up, and you should be able even 
more to commit a defective, and possibly 

un-til a later age? (Dr. Thomas): From 

the Ministry point of view this person is 
not officially defective, the person you are 
concerned with now for the local authority 
hostel? Yes, they are all defective. 

267. I am trying to picture the position 

in a rural area. What is to prevent a 
local health authority using, say, Part III 
accommodation for this category of patient 
you have in mind? The National Assist- 

ance Act, Part III? 

268. Yes. I suppose they could use it 

If they thought it desirable, but we our- 
selves would not regard it as very suitable. 

269. (Chairman): This may not be a 

very material question, but is it desirable 
to retain the name “ hospitals ” for these 
educational institutions which may prob- 
ably have a small percentage of imbeciles 
and idiots really needing nursing care and 
for the res-t are largely residential schools? 
The word “ hospital ” has in some cases got 
attached to it rather by chance in order 
to bring them under the National Health 
Act? 1 think the term “hospital” is 



used now to get away from the word 
“institution.” I think Hunt was the reason 
we used the word “hospitals,” and of 
course they are hospitals because they are 
within the scope of the National Health 
Service Act. If they were not hospitals 
they would n-ot be, and that is why they 
arc in fact hospitals within the moaning of 
the law. 

270 (Mrs. Adrian): It is rather absurd I 
think to look upon a healthy 20 to 25 
year old defective boy being trained in 
hard manual work as in a hospital. — (Dr. 
Rees): Or a 40 year old woman at school, 
so what are you going to call them?- — - 
I think the medical people would say that 
your healthy strapping boy who is get- 
ting this training is really under medical 
care while there, otherwise he ought not 
to be there. 

271. (Chairman): I have no more ques- 

tions on page 25. Has anybody else any 
questions? — (Dr. Thomas): On paragraph 
112, this would be to bring the local health 
authority facilities in line with what can be 
arranged from hospital care now, would 
it? The hospital can- now make a grant 
fo-r the defective on _ licence and this is 
something now in addition to the guardian- 
ship arrangements? Yes. The looal 

-health authority can now make a grant for 
guardian-ship eases. We are suggesting an 
extension to statutory supervision. 

272. That would avoid the patient being 

certified?- Yes, it might do. 

273. (Chairman): I have no more ques- 
tions until paragraph 120. I wanted to 
try and elucidate exactly wha-t paragraph 
120 and 1 the first part of 121 might mean. 
It says: — 

“ Admission- on the order of a judicial 
authority would then be tihe normal pro- 
cedure in the first instance only when the 
parents did not wish to proceed ns sug- 
gested above.” 

The judicial authority is the magistrate? 
Yes. 

274. Are you more content to have the 
magistrate playing a part in this than- in 
the normal case of the mentally ill?— I 
think the ans-wer is yes, because so often 
y-ou have to deal with a mental defective 
in his interests because of bad home con- 
ditions and you will find cases where the 
parents are unwilling for the child to have 
treatment merely because they themselves 
want to exploit him. I think the need for 
judicial authority is greater in the mental 
defective field than it is in the menial 
health field for that reason. 

275. You would be inclined therefore to 

retain -the present system of judicial deter- 
mination? Yes, subject to our suggestion 

here that the parents should have the right 
to apply to the hospitals. 
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276. Paragraph 121 deals with a very 
different judicial operation, i.e. in regard to 
defectives who come before the courts. 
May d ask there something that I have just 
become aware of, and this is rather a shock 
to me. As I understand' it the Magistrates’ 
Courts anyway retain and exercise the right 
of referring a person charged with an 
offence for a medical report on his mental 
condition although his mental condition 
■may not have been the subject of any 
evidence during the proceedings. Is that 

,so? That is under the Magistrates’ 

'Courts Act. — (Mr. Green)-. Pie can only be 
retained in custody for that purpose if he 
is retained in. prison custody. If he is 
remanded to an institution, either mental 
deficiency institution or mental hospital for 
report and enquiry it can' only be on bail. 
It is on his own undertaking of course to 
go there, and he cannot be detained there. 

277. What do you think of the custom 

of magistrates going outside the evidence 
in order to look at a person’s mental con- 
dition? '1 am not quite clear, Sir, what 

your question is. 

278. What is alleged iis that a person 

may commit an offence, say a young person 
of 16 may commit an offence for which the 
ordinary penalty would be a small fine and 
he miay find himself remanded by the 
magistrates for a mental report without his 
mental condition ever having come into it 
as a matter of evidence in Court proceed- 
ings. That has always been so, has it 

not, Sir, tin custody? 

279. I do not know how long it has 
been so, but it seems to me rather shooking 

in principle. 1 think the Home Office 

would probably give you 'better informa- 
tion on this subject than I can, but the 
statutory provisions as regards remand for 
enquiry into mental condition are either 
for remand in custody, which means prison 
or similar custody, or for remand on bail, 
and if the offender is remanded on bail 
than, of course, he goes, not as a .prisoner 
but upon his own undertaking into a 
mental hospital or mental deficiency insti- 
tution for not more than three weeks at a 
time. 

280. (Sir Cecil Oakes): I do not think 
the witness has quite got the point. The 
Chairman’s point is, is it proper that a 
magistrate’s court should enquire about my 
mental condition by remanding me when 
■no evidence has been given before that I 
have got any mental stress or failure of 
any kind. That is the Chairman’s point. 
Are you satisfied it is a good law and that 

the complaints made are not justified? 

Do you mean am I satisfied that the present 
provision in the Magistrates’ Courts Act 
is a good one? 

281. That it is a good one, that it does 
not need safeguarding in some cases to 
prevent my mental health being enquired 

80111 



into by a court without any suggestion 
having been made that my mental health 

is not perfectly normal. 1 have never 

heard any complaint on the subject. 

282. The Chairman mentioned there had 

been. Yes, I gathered so, but I have not 

heard any complaints. — (Mr. Armer ): They 
have .not come to us. — (Mr. Green) : The 
complaints that we receive have been 
largely that the Court has what they call 
“ sentenced ” a defective to a long term of 
detention in a mental hospital or mental 
deficiency institution and not merely re- 
manded them for enquiry for a short 
period. We have had those complaints. — 
(Mrs. Adrian): The Court has only to be 
satisfied that the mental condition ought to 
be enquired into. — (Sir Cecil Oakes): Yes, 
satisfied on the Information that an enquiry 
ought to be made into the physical or 
mental condition. 

283. (Chairman): The allegation I gather 
is that some defectives do get into the in- 
stitutional net from which the witnesses are 
anxious to protect them. I think I have 
got very little on these succeeding pages. 
Perhaps i might go round and ask members 
of the Commission whether they have any 
questions to ask on the remainder of the 
memorandum, on pages 27, 28 and 29. — 
(Dr. Thomas ): Paragraph 136, the Iasi 
paragraph, I would like to ask the Ministry 
what their views are. I notice that you are 
busy burying the Board of Control. I feel 
that this central authority as represented 
by the Commissioners in the last paragraph 
is a very important safeguard for the wel- 
fare of the patient, and I would like to 
know from the Ministry the type of 

apip ointment they had in mind there. 

(Mr. Armer): We had in mind that the 
senior medical commissioners of the Board 
of Control at any rate would be the com- 
missioners. They would be equivalent to 
the present senior medical commissioners. 
Whether we should want legal commissioners 
under this I do not know. That is a 
question we would have to decide, but the 
status would be the same as the Board of 
Control now. 

2184. (Sir Cecil Oakes): On paragraph 
122, 'Sir, sub paragraph (5) you mention 
the risk of vexatious repetitive applications. 
Do you think that is a risk that reality 
matters or could it not be dealt with cleri- 
cally? You have no statutory right here, 
you are not suggesting that, ‘but the reply 
would be “There is no change in t'he _ cir- 
cumstances ”. Do you feel that is a serious 

danger? The trouble is that you might- 

get some parents of mental defectives who 
would be writing every day, and' to give 
them 'the statutory right to apply whenever 
they wished might become a burden on the 
hospital authorities. 

T85 I think the small number of cases 
of that kind could be left to> be dealt with, 
A 10 
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or the alternative would be to- have a fixed 
period within which they must not apply, 
but that would be rather dangerous, do 
you not think? — - — -On the whole we 
thought that the risk might be taken. 

286. [Chairman): I am not sure I quite 

understood the proposals. I think you do 
propose that there should be a procedure 
for making the local health authority the 
guardian while giving suitable care and 
institutional care. I suppose you do sug- 
gest that that power should be exercisable 
against t'he wishes of the parent when there 
is an undesirable parent? Yes, I am 

■afraid it is essentially part of the procedure 
that where the parents are unwilling 
guardianship should be arranged in spite 
of them. 

287. There is at present in the existing 

law the transference of parental respon- 
sibility from the parents to the local autho- 
rity, is there? Not to the .local authority 

as such, but to officials of the local autho- 
rity it can' be done now under the order 
procedure, and it is done now quite a lot. 

28S. But where that power has been exer- 
cised, presumably the parents or appro- 
priate relatives would lose any statutory 
right to apply for the patient's discharge? 
— — No. they would still be able to apply 
.because this guardianship case would be an 
order case, and 122 (5) would apply T 
think. 

289. The point under (5) is that you 
might indeed get a number o.f vexatious 
applications from the parent against whom 
vou were Irving to- quarantine the child? 

: Yes. 

. 290. (Sir Cecil Oakes): That is the point 
I raised, my Lord Chairman, and I thought 
it would be the point I put to Mr. Armer. 
: that the Local authority would have a 
printed postcard with “ No changes since 
your last letter.”— (Mrs. Adrian): The same 
as surely would happen with Fit Persons 
Orders under the Children's Act where a 
person- has a right of application against 
the order of the Court? — (Dr. Rees): The 
same thing happens in mental hospitals 
where the next of kin have the right to 
apply for a patient’s discharge and the 
Committee can just tell them “ You need 
not come again for six months, or twelve 

months”. -I think the important thing 

there js that we ought not to introduce any 
machinery which requires some very formal ' 
procedure every time an application is re- 
ceived. That is what we want to avoid. 
If we avoid that formal requirement' we 
think the risk might be taken. 

291. (Dr. Thomas ): Of course on. the 
other side of Che picture there is this. Take 
the question of the patient whose parents 
have a very unsatisfactory home, and they 
apply very often for licence. You know 
the home conditions are unsatisfactory ; it 



is not right for you to put that to your 
Committee without having a further report 
from the social and health worker who 
then has to- visit the home very frequently 
at a great waste of public time and money. 
The hospital side i-s easy, but the local 
health authority aide is not so easy. I have 
known- it to put a good- deal of hardship 
in the way of the work of local authority 
officers, to keep them away from their 

legitimate work. 1 should have thought 

that you would have been able to sort tlhat 
out in time, and 1 that local authorities and 
hospital authorities would get to know their 
chronic cases, so to speak. 

292. (Sir Cecil Oakes): In the last para- 
graph on page 29 you say: — 

“ While the Commissioners wo-uld 
exercise the powers of discharge entirely 
independently, it might be convenient for 
them to discharge om behalf of the 
Minister other fu not ions in connection 
with his responsibilities for mental 
health, as at present.” 

What class of function had you in mind 

there ? They would be as they are now, 

the advisers of the Minister on psychiatric 
matters. 

293. That type of thing, internal really? 
Yes. 

294. No external relationship? No. 

They would also help in the management 
of the three state institutions. 

295. If you have got to the end, could 

I go back to- one or two of the earlier 
pages that we did not run through? — 
(Chairman): Certainly. Before you do 

that may I just raise one question on- para- 
graph I23> and the following paragraph. 
It is proposed to deprive the justices of 
any functions as Visitors of licensed houses 
under the Lunacy Acts and as Visitors o-f 
mental defectives. That proposal raises 
the question whether when you are 
dealing with defectives the hospital 
organisation is really the best authority 
•to deal with them. Where a proposal 
is made for taking away powers from jus- 
tices one would probably have to satisfy 
oneself that they were working with sub- 
stantial inefficiency. Is there a complaint 
against _ the Visitors of mental defectives 

and licensed houses? 1 think our 

general feeling is that they are. what shall 
I say, outside their field, outside their scope, 

. and that they are dealing with a matter 
..which is largely a medical one, and that 
if you must have laymen doing it you can 
just as well leave it to the Hospital Man- 
agement Committees to do it. These are 
.visitations ’ in connection with renewal of 
; orders and so on. 

296. You realise that justices are still 
regarded as more of a local agency than 
Hospital Management Committees?* Do 
you not think you run some risk there in 
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putting so much emphasis on the hospital 
authority? You run some risk in taking 
local powers out of local hands in this 

sort of matter? We should think not, 

not in this field. We rather think that the 
present position has become outmoded and 
outdated now by developments in the ser- 
vice. 

297. I suppose when we come to take 
evidence from the Associations of Local 
Authorities we shall have to ask for 
evidence on this point, whether the health 

authority is the proper authority? Yes, 

on that side, yes. 

293. (Sir Cecil Oakes): On page 9 refer- 
ence is made to the Lord Chancellor’s con- 
currence as well as that of the Minister 
in making Rules, and then the Board are 
required to report to the Lord Chancellor 
every six months the number of visits 
they have made and the number of patients 
seen. Is that in this day so very valuable, 
that the Board of Control should have to 
tell the Lord Chancellor how many people 
we have in each mental hospital? Is not 

that outmoded? 1 should have thought 

so very much. 

299. You do not make any recommenda- 
tion about' that, that is my point. No. 

300. You would like us to consider it? 
We rather thought it was de minimus. 

301. There are one or two other small 
points I have marked. You mention on 
page 14 Short .Leave — “ there is no similar 
provision for patients under single care.” 
Is the implication that you do not recom- 
mend it, or that there should be similar 
power for single care patients? You make 

no specific recommendation? 1 think we 

suggest later there should be. 

302. But you do not recommend short 
leave in single care? Is that not a thing 
which would be quite as useful in single 

care cases as it is in other cases? It 

might be for week end leaves. 

303. Not only from the point of view of 

the patient but the person who is taking 
charge of the patient might, desire it. So 
you would not oppose a suggestion that 
it should be given in those cases? No. 



304. On page 15 under “Boarding Out” 
you say: — 

“There is no provision for boarding 
out patients from other hospitals or 
houses nor temporary or voluntary 
patients.” 

Have you any views as to whether any 

extension there is desirable? -No, I do 

not think we have any strong views about 
it. 

305. Other types of hospital not vested in 

the Minister — you would not object if it 
were extended there? No. 

306. (Mrs. Adrian ): Does not Section 103 

make a recommendation there, page 23? 

(Sir Cecil Oakes): Thank you very much, 
yes, that covers that one. 

307. ( Chairman ): Section 103 only 

applies to hospitals, it does not apply to 
persons in single care. I suppose it is 

intended to. (Sir Cecil Oakes) : They 

have now toikl us tihev would extend it to 
single care. On page 17, paragraph 66 you 
say: — 

“Local health authorities may contri- 
bute financially' towards tihe maintenance 
of defectives under guardianship or 
■placed’ in temporary accommodation 
under Circular 5/52, but not of other de- 
fectives under statutory or voluntary 
supervision.” 

You do recommend that, do you not? 

Yes. 

308. Thank you, I think that is all, Sir. 
(Chairman): Now, Gentlemen, I think we 
have come to the end of our examination. 
We are very- grateful to you for sub- 
mitting so patiently to our somewhat roving 
enquiries but it is inevitable at this stage 
of our enquiries that our questions should 
be roving. We may perhaps later wish to 
see you again and make a check on some 
points. Is there anything that you would 

like to add at this stage? 1 do not think 

so, Mr. Chairman, not at this stage. 

(Chairman): Thank you very much 

■indeed. I am very grateful. 



(The wif nesses withdrew.) 
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Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency 

SECOND DAY 

Tuesday, 15th June, 1954 



Present 

The Rt. Hon. The Lord Percy of Newcastle, P.C. (Chairman) 

Mrs H A. Adrian, J.P. Sir Cecil Oakes, C.B.E., J.P. 

Mm. E. M. Braddock, J.P., M.P. Dr. T. P. Rees O.B.E., MB D.P.M. 

Mr. H. B. H. Hylton-Foster, Q.C., M.P. Dr. D. H. H. Thomas, D.P.M. 

Mr. R. M. Jackson, LL.D., J.P. 

Miss H. M. Hedley ( Secretary ) 



Dr H. Yellowlees, O.B.E., M.D., F.R.C.P. (Chairman of the Council), Dr. W. A. 
Caldwell, D.P.M. (Member of the Council) and Miss H. A. Russell, M.B.E. 
(Secretary) on behalf of the Mental After Care Association called and examined. 



Memorandum submitted by the Mental After Care Association 

(A) — ORIGIN AND CONSTITUTION 
This can be briefly explained, if desired. 

(B) — FUNCTIONS AND METHODS 

1. Preventive Care 

Visiting and befriending patients referred to us from out-patient clinics, from 
their own doctors, or from their relations or friends, and giving any assistance or 
care (as detailed under para. 2) which may not be readily obtainable through public 
social services. 

At (his, and at every other stage of our activities, we make every attempt to 
assist the patient to obtain suitable employment, and we regard this as one of our 
most important duties. 

2. Assistance while “ on trial ” from Hospital and after Discharge from Hospital 

This is the vitally important transition period between leaving hospital and 
resuming a full, active life. Dealing with this period was our original activity and 
the realm for the establishment of our characteristic feature— our After-Care 
Homes. 

Our types of homes and methods of running, staffing and visiting them. 

Our new policy of owning these homes. 

Our relations with local authorities. 

Finance. 

30120 2 
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Many of the patients who go to our homes are discharged from hospital “ on 
trial ” and their final discharge from certificate often coincides with their leaving 
our homes, fully recovered and rehabilitated. 

This goal is reached, not merely by the homely, _ healthful atmosphere of the 
homes, with the diversional therapy, restful but wisely-ordered life and kindly 
management which they offer, but, also, by such specific forms of assistance as : — 

(a) The finding of employment. 

(b) The obtaining of accommodation. 

(c) The giving of financial help in such matters as railway fares, obtaining the 

necessary tools, suitable clothing, etc. 

(d) The giving of advice and help in personal and domestic trouble. 

All these activities are carried out in support 'of, and in association with, the 
existing agencies, all of whom find our co-operation helpful and repeatedly ask 
for it. 

3. Dealing with Patients on Prolonged Trial 

Such patients are still certified and remain the responsibility of the mental, hospital. 
They are no longer, however, in need of active medical treatment, and can lead 
relatively normal and useful lives under tihe ordered regime and slight supervision 
of our homes. 

For many , years we have, in this way, set free beds in mental hospitals for acute 
cases in need of active treatment. 

4. Dealing with Boarded-out Patients 

(The term “ boarded-out ” is not used in the technical sense in which it is employed 
in Section 57 of the Lunacy Act, 1890.) 

These patients are not certified or voluntary patients, and are the responsibility 
of their local authority. They can be roughly classified as the chronic sick, 
incapable of supporting themselves, but not in need of mental hospital care. 

5. Providing Holiday Accommodation for Chronic Patients 

These are patients who, although not well enough to be permanently away from 
hospital care, can yet appreciate a fortnight or month at the seaside during the 
holiday season, and greatly enjoy such a break in the monotony of hospital routine. 

(C)— GENERAL CONSIDERATIONS 

regarding the need for such a body as the M.A.C.A., and the particular advantage 
in psychiatric work of a voluntary, charitable body over a large state or municipal 
organisation : — 

There is no capital charge to the Ministry, administration is infinitely simpler, 
rules and regulations are much more flexible, and there is less fear of establishing 
formal precedents than in a large public organisation. 

Patients, and ex-patients, have come to regard the M.A.CA. central office in 
Jermyn Street as a place where they will always be welcome, and will receive 
practical advice, help and continuity of interest. 

Above all, the Association stands for, and strives to maintain, the spirit in which 
it was founded, and the kindly, personal, human touch which, in psychiatric work 
is the patient’s greatest need, provided it has a background of experience and 
efficiency. 
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Examination 

309. (- Chairman ) : We are very grateful 

to you for offering evidence and for your 
memorandum. I should like to ask, to 
begin with, if you would expand a little 

about your origin and constitution. 

(Dr. Yellowlees ): We were founded in the 
year '1879 by one man, the Chaplain of 
what was then called the Colney Hatch 
asylum, now Friern Hospital; his name 
was the Rev. Hawkins. He was greatly 
distressed to find a great number of 
patients who, after .being discharged as 
recovered, returned within a comparatively 
short time. He attributed this to the lack 
of any agency to help in bridging the gulf 
between discharge from hospital and return 
to the full activities of ordinary life. Of 
course social service as we understand it 
was then only in its infancy. .It is only 
in theory that a person is insane on 
Monday and quite well again on Tuesday, 
and the Rev. Hawkins appreciated that fact 
He therefore founded a small body of well- 
meaning people to supply discharged 
patients with the material things and 
appurtenances that they needed most to 
re-equip them for the rough and tumble of 
everyday working life. That is to say, they 
were provided with suitable clothing, they 
were provided with suitable tools for their 
employment, and above all their families 
were seen and visited and encouraged to 
drop, as far as possible, the air of stigma 
that surrounded patients who had been 
anywhere near an asylum. After-care was 
our original purpose and remains our name. 
During the past 74 years— we were founded 
m 1879— that after-care has developed in 
certain ways and we have put our memo- 
randum in a more logical order. First the 
early care, which is a logical enough 
development, by trying to prevent the 
patient ever having to have such a severe 
mental breakdown that mental hospital 
care would be necessary. Then there is 
atter-care, . which has increased and 
developed in various ways, and attention 
to the patient during convalescence. 
Another rather interesting development — 
and it was not our original work — is the 
care of those who will not recover suffi- 
ciently to take up full ordinary life again. 
Ihey are divided into two groups; firstly 
the chronic irrecoverable patients who are 
yet not ill enough to require actual mental 
hospital attention and treatment ; and 
secondly we give holidays for patients who 
are unfortunately forced to remain in a 
mental hospital, who are not well enough 
to live a life outside, but are well enough 
to appreciate a month or a fortnight at 
the sea or in the country, free from the 
monotonous routine of hospital. That is a 
very brief outline of our activities. They 
were publicly appreciated and admired at 
a very early stage, and we have had a 



of Witnesses 

succession of very distinguished patrons. 
Our first patron was the Princess Christian, 
she was followed by the present Duke 
or Windsor ; but all that time our active 
President was the late Lord Wakefield and 
he remained the President of the Associa- 
tion until his death. After his death 
Princess Arthur of Connaught became our 
President and was our practical and 
working President until she had to resign 
her post. There is one thing more I would 
say. Our after-care now of course is in a 
much more complicated form and is con- 
nected with all the. social services and so 
forth that have arisen ; our characteristic 
feature is our establishment of con- 
valescent homes — if the word convalescent 
is the right one to use— .but at any rate 
after-care homes, in which we try to carry 
out that bridging the gap of which 
I have spoken. The point I want to 
roake is this, that it became more and more 
difficult to carry on without being a cor- 
porate body, because our policy as regards 
our homes, which I shall tell you about, 
became more and more complicated and it 
became quite essential for us to have a 
more stable organisation ; so about six 
years ago we became an incorporated body, 
because there was the question of selling 
and buying property involved. 

310. I think we could pause there for a 
moment. I have one or two questions 
arising on that. Are you operating only 
in cases of mental illness, as distinct from 

mental deficiency? Yes. We do not 

deal with cases of mental deficiency 
directly. What makes us, we think, 
unique is that our work is practical work 
with patients and 1 we confine that practical 
help otf patients to cases of mental illness. 

311. And do you operate much outside 

London, or are you mainly a London asso- 
ciation? We are mainly a London body ; 

not from desire but from necessity. In 
fact, it was on that ground, I think, at 
least that was one of the grounds why we 
failed to get a Royal Charter. The diffi- 
culty there is this. We have been 
approached if should think from every 
corner of the kingdom to start a branch ; 
but starting a branch has two great and 
outstanding difficulties. The first difficulty 
in these days is the obtaining of suitable 
premises. It is very disheartening to us ; 
for the last year or two years we have 
been in constant communication with an 
influential body of people in the north- 
west district to start a branch, and the 
difficulty has been that the very word 
‘‘mental ”, however hedged about with 
“ convalescent ” or “ nervous ”, seems to 
frighten local authorities and town planning 
committees and so forth. We have had 
four or five houses that would have been 
very suitable for us made impossible for 
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us to obtain. The second difficulty in start- 
ing a ‘branch is that by the nature of the 
work it would be entirely at the mercy of 
the people on the spot. You will under- 
stand it is so personal that it has to be 
done by people on the spot, and to get 
the most suitable people is not always pos- 
sible ; but even if we could it is hard to 
see how we could exercise a suitable con- 
trol over the thing. You have got to leave 
the running of this kind of work to the 
people who are on the spot, and we often 
wonder if we did start a branch up in the 
Manchester district or in the West Country, 
or in the east — we have been asked for all 
these — how it would' be done, because it 
would possibly mean sending our General 
Secretary all round the place. Then of 
course we want money and we want sup- 
port. There is nothing 1 would like better 
than to try to start branches if it were 
possible. 

312. ft sounds rather as if your opinion 
on the whole was that every local area must 
have its own mental after-care association. 
—It has been felt, I think. We have never 
put it quite so brutally frankly as that, 
but we have indeed responded constantly 
to invitations although we have been dis- 
appointed at the frustration of our efforts 
time and time again. 

313. I wonder if you could give us any 
idea, within your geographical area of 
operation, what sort of numbers you are 

dealing with in the year. As it is a 

question of numbers, perhaps that had best 
be answered iby Miss 'Russell, the Secretary, 
who has it all at her finger tips . — { Miss 
Russell ): We have upwards of 2,000 

patients a year. 

314. Of all kinds? Yes. 

315. How many homes have you got? 
We have three homes managed by our- 
selves and 20 homes which 'belong to the 
matron who is running the home and we 
send the patients to her. We have 90 beds 
in our three homes and 350 approximately 
in the other homes. The patients whose 
condition warrants it go to the three homes 
we have ourselves. The others are what 
we have wrongly termed “ boarded out 

316. These boarding-out homes, do they 

come under the head of homes run for 
profit? We supervise them very par- 

ticularly from the head office. We choose 
our matrons very carefully and we see 
the diet sheets, etc. 

317. You choose your matrons very 

carefully? Yes. 

318. But they are already there? We 

apply for matrons to open a home. We 
take up applications — they usually come 
from mental hospitals who know us — and 
we have a good reference about the 
matron’s integrity and her suitability for 
running the home, taking care of the 



patients. The supervision is done from our 
office. 

319. Can you tell us something about 
your finances? Is it all private money or 
do you get grants from local authorities? 

'No. When the hospitals refer their 

patients to us they fill up one of our 
application forms, and when we accept the 
patient, if the patient is still under order, 
the hospital is responsible for the main- 
tenance of that patient. If the patient does 
not remain the length of time specified our 
fee is stopped. 

320. That is the patient who is on trial? 

Yes. The patient who is not on trial, 

or who has been a voluntary patient at a 
mental hospital, is the responsibility of the 
local health authority. 

321. They pay their boarding fees, do 

they? Yes. There is a little confusion in 

the minds of health authorities as to how 
long they can do it, but the National Health 
Service Act has given them power to pay 
for as long as is necessary. The London 
County Council are particularly good. 

322. What is the length of stay in your 

homes generally? Sometimes the doctors 

think four weeks will be enough, but some 
patients come to us permanently, when a 
patient is not considered to require any 
further hospital treatment, but is still not 
alblc to fend for himself .in the ordinary 
world. He can lead a more or less normal 
life by coming into one of our homes and 
under the slight supervision of the matron 
he can remain there unless he has a relapse. 
The London .County Council will pay for 
that sort of patient permanently. 

3123'. Permanently? Yes. 'Many of them 

do live with us until they die. 

324. You do not, I suppose, deal with 

senile cases much, do you? 1 think our 

senile cases are mostly those people who 
have come to us before they were senile, 
but the matrons do not like to see them 
going into hospital. 

325. You are not in the position of often 
being recommended as a sort of old per- 
sons^ home, in substitution for a mental 

hospital? Many of our homes could be 

termed that; but we have not yet got from 
hospital under Section 57 people whom I 
think could profitably be assigned to us. 

326. Could Miss Russell say a word 

about the question of the cost of main- 
tenance? We reckon that 34- guineas a 

week .will cover the cost of a patient, which 
will include pocket money to the patient 
and a small amount of clothing per annum. 
Some come out under that, those whose 
pocket money is provided elsewhere and 
whose clothing is provided elsewhere, which 
will reduce the cost to £3 7s. 6d. We used 
to do it for very much less. 
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327. On that basis you find that a home 

would .pay for itself? Yes, on balance ; 

and we can provide what I think anyone 
would consider a good standard of living, 
very comfortable, and with good plain food. 

328. In your memorandum you point out 
rather strongly the advantages of a volun- 
tary organisation in doing this kind of work. 
I am referring to Section (C). I suppose 
you are not implying toy that that a 
voluntary body like yourselves can cover 
the whole ground without the co-operation 

of the local health' authorities? (Dr. 

Yellowlees ) : No ; I do not make any such 
implication, not for a moment. The only 
implication which I see arises from that 
section is that the local health authority 
cannot possibly do the work efficiently 
without assistance and co-operation from a 
voluntary body. That is the way I would 
put it. 

329. I have one other question on the 

statement you have already made. Apart 
from your after-care work you say you have 
been developing the care of persons who 
come to you before they go into an insti- 
tution? That is so. 

330. Through what channels do they 
usually come? Just out of the blue them- 
selves, or are they referred to you by doctors, 
or referred to you by psychiatric clinics of 

general hospitals? (Dr. Caldwell ): They 

are referred to the Association toy psychiatric 
out-patient clinics, toy general practitioners, 
by psychiatric social workers, and very 
often toy ex-patients who have recovered, 
whose relatives or friends they know and 
who realise that they are in need of help 
and guidance, and from case to case contact 
we get quite a lot of patients referred there ; 
but generally from psychiatric out-patient 
clinics, doctors and social workers. 

331. Do you find you can successfully 
deal with a considerable percentage of those 

cases without their going into hospital? 

The type of case referred to the After-Care 
naturally is not a common type of case ; 
it is the type of case where it is felt that a 
change from the home environment or the 
work environment of that particular patient 
would be beneficial, but that specialised 
care such as would be obtained if he went 
to a clinic or hospital is not necessary. 
That type of case would toe sent to the 
After-Care with a view to his going to one 
of the after-care homes for a change from 
his work or home environment, merely 
needing the kind of mild regime that occurs 
in the homes without the necessity for active 
treatment. 

332. Would it be true to say that the 
Association exists to provide change of 
scene, change of employment, but not to 

give any form of treatment? That is 

correct. We feel that where cases require 
specialised treatment they obviously have 
to toe under proper psychiatric skilled care 



and skilled nursing attention. Our problems 
are only cases who may be drifting into the 
necessity for that, or have had such skilled 
care and attention, but who continue to 
require some kindly and sympathetic guid- 
ance and help for a longer or a shorter 
period. — (Dr. Yellowlees ) : If I may amplify 
that for one moment ; it depends on the 
meaning you give to the word “ treatment ”. 
Dr. Caldwell very rightly spoke of special- 
ist medical treatment, which is a skilled and 
important thing ; but, especially in the early 
care, if you can prevent a patient from 
becoming so ill as to need one of the more 
drastic treatments, that in itself is treatment 
of a singularly valuable kind. I do not 
think Dr. Caldwell mentioned the fact that 
in a great many cases we visit patients who 
are brought to us in the way he has de- 
scribed in their own homes, and the work 
of our visitors is a thing I should like to 
bring before the notice of the Commission, 
because we feel that that friendly human 
contact at an early stage, especially if a 
person is simply bewildered or exhausted 
and so on, even if it never goes the length 
of taking the patient ,to one of our -homes, 
even the fact of his knowing that our people 
know what they are talking about and are 
interested, provides a very great deal of 
preventive care which can very properly be 
called treatment. 

333. Yes, I quite see that. You have 

spoken of how carefully you choose your 
matrons. How do you choose your visi- 
tors ?— —(Miss Russell ): We try to be 

equally careful. When we require a visitor 
we insert an advertisement through the 
usual channels, through the public press or 
the A.P.S.W. journal, and we choose those 
whose requirements seem to be suitable and 
we invite them to come to our office. 1 
see them personally and I make out a short 
list and our committee then sees them. 

334. You do not require any particular 

qualifications? Well, they might have 

the qualification of the AjP.S.W., which 
is fully trained, but there are many others 
on our staff who are not qualified ; the par- 
ticular one I am thinking of has been with 
our Association for over 20 years and she 
does the work exceedingly well. We have 
got another who has full psychiatric train- 
ing, and she also does exceedingly good 
work. 

335. (Chairman): I should like to ask 
you later whether you have any views 
about the present state of the law or 
administration, any recommendations as to 
how it might be improved from your point 
of view, tout before I do that I think I 
will ask the other members of the Com- 
mission whether they have any questions 
to put on the field we have already 
covered. — (Dr. Thomas ): I should like to 
clarify one or two points with regard to 
the 20 homes who contract for you. Do 
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you have anything to do with the appoint- 
ment of the matrons. for those homes? 

Yes, we do. They only accept our 
patients. 

33-6. What kind of financial relationship 
have you got? Is it on a contractual basis 

for individual cases? They get a 

minimum fee from us, which we in turn 
get from the local authority or whatever 
source it comes from. 

33*7. That figure is a very reasonable 

one, 3i guineas? (Dr. Yellowlees ): May 

I expand that? All our homes used to be 
run in that way, but there are obviously 
theoretical objections to a matron being 
given so much per head and having to do 
the 'best for her patients out of that sum, 
just like the old house system of boarding 
schools in the old days. iNow we felt that 
that principle, although it worked very well 
with us for half a century, was a wrong 
principle, and that the thing to do would 
be to own the homes fully ourselves, which 
is obviously a wiser thing to do, and have 
the matron and her staff as salaried 
servants of the Association. In the last 
four or five years we have undertaken the 
extremely difficult task of doing this, and 
we have succeeded in purchasing three 
different homes for different types of 
patient, which are our own property, and 
there is no question of the matron being 
given so much ,per patient. .But you will 
understand it is impossible to do that on 
a large scale unless money is quite limit- 
less, and so we have to go on in the old 
way with the other homes, which I should 
say gives us no practical trouble whatever ; 
it is only fair to say that, but there is this 
theoretical objection. 

338. You mentioned the three homes 
that are your own property and that you 
had different categories of patients in those 

homes? We try in all our homes to 

separate as far as possible the short-stay 
recoverable patients, whom we are trying 
to equip for going away into the world 
and leading a full life, from the patients 
whom we will have to keep for an in- 
definite period and the patients to whom 
we are giving a temporary holiday. It is 
impossible on a comparatively small scale 
to do that with mathematical accuracy ; for. 
example, our latest acquisition is a delight- 
ful home near Dartford, which is kept for 
convalescent recoverable male cases, with 
the result that during the last year we have 
had empty beds in that home. It is one 
of our practical difficulties, because we have 
any amount of people on ,the waiting list 
of patients to come in. but if we are dedi- 
cating this particular home to that particu- 
lar object, we cannot put in chronic 
patients with people who are looking for- 
ward to recovery and going back into the 
big world ten days hence. 



3 , 3 ( 9 . with regard to this very valuable 
work of preventing, as it were, a patient 
getting into a mental hospital, this work 
which is prophylactic, do you have a 
psychiatrist’s advice available to your 
matron on the very difficult problems 

which may arise? Yes ; every patient 

will receive an expert psychiatric report 
before we do anything about him. 

340. The actual stay of the patient I 
gather would be for a minimum period of 
about four weeks, but it may be consider- 
ably longer. Is there any opportunity in 
the homes for some sort of training and 

rehabilitation?- You mean, to fit them 

for work? 

341. Yes. (No, most of the patients 

are really receiving what we call diver- 
sional therapy. You cannot organise occu- 
pational therapy on any scale proper for 
recovering patients in our homes, and we 
rely simply upon ordered) healthy routine 
of life, any amount of attention to their 
mental and physical needs, but no specific 
treatment. The moment a patient seems to 
show symptoms of any severity, or worries, 
we either send him, if he came from a 
hospital, back to the hospital, or the visitor 
reports it; there is a local doctor for 
ordinary things and in special cases iwe will 
certainly let a psychiatrist see him straight 
away. 'If the worst came to the worst I 
would see him myself. 

342. I was very interested also in your 
reference to the north-west. There is a 
very large population in that area ; for 
instance you mention, the Manchester 
.Regional Hospital Board area, there are 
about 4 million people there. It does seem 
to be a field where your activities would 
be of great benefit if a liaison could be 

made with the Regional Board. 1 think 

Dr. Caldwell would be in a position to tell 
you a little about that.— (Dr. Caldwell ): 
This is one thing which illustrates one of 
the advantages of a voluntary association 
co-operating with an established public 
body. We were approached) by the 
Medical Officers of Health for Lancashire 
and for Cheshire to see if we could open 
one of our homes in their region. They 
had not got the capital available to pur- 
chase such a home, but as we had the 
capital, they said that if we were able to 
purchase such a home and staff it they 
Iwouldl see at was filled, and the local 
authorities responsible would pay our 3 
guineas or 3£ guineas, which incidentally 
they thought was extraordinarily reason- 
able. We went .up there and we went from 
Cheshire right up almost to Ulverston look- 
ing for suitable properties on two or .three 
occasions. We eventually found what we 
thought was an ideal property, particularly 
since there were convalescent homes in the 
vicinity, a home for sick children, and so 
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on. and we almost bought ihe house ; then 
the local authority concerned would not 
allow us to open the house for this purpose. 

343. Who would not allow you? 1 

think it was the local town and country 
planning committee under the Town Plan- 
ning Act. We had two other setbacks of a 
similar nature, and we have now put the 
responsibility over to the local authorities 
up there and said : “ If you find a property 
which you know will fill your need, and if 
you will get the local authorities to sanc- 
tion our purchase of that property to run 
as a mental after-care home, then we will 
buy the property for you and we will staff 
it, and it will be there for you ”. That is 
the position at the moment. 

344. {Mrs. Braddock ) Do you get cases 

from the mental hospitals? Are they re- 
ferred to you from mental hospitals? 

Yes, indeed. The critical period for a 
patient occurs upon leaving a mental hos- 
pital ; he has got to have a short breathing 
time from the security and routine life of 
a mental hospital and the ordinary hurly- 
burly of life, and it is the usual practice 
in certified -cases that they go out on a 
trial period, which is usually four weeks. 
Most patients are fortunate enough to have 
a home to go back to, and obviously it is 
to their advantage to go back to their 
home surroundings with the sympathy and 
the comfort and the support of their own 
relatives. But. particularly in a metropolis 
like London, there still remain a very large 
number of patients who have no home 
whatsoever, or whose home is in Ireland, 
Scotland, Wales and so on. It is impossible 
for them to return to their homes. Those 
patients on leaving the mental hospital on 
their four weeks’ trial will go to a mental 
after-care home. 

345. The cases which you get from the 
mental hospitals, are they selected cases, 
and do they give you any background or 
record of any treatment that has been given 

to the patient, or any of his history? 

When the superintendent of a hospital is 
applying for a patient to go into a home, 
he has to fill in a large form which de- 
scribes the patient’s illness, previous 
illnesses, treatments, and any special 
treatment he may require during the con- 
valescent period. The superintendent also 
has to certify that in his opinion as an 
experienced psychiatrist this is a suitable 
patient for care in one of our homes, and 
of course the After-Care Association keeps 
in constant contact with the mother hospi- 
tal, and at the end of the four weeks’ trial 
period give their report ; if it is a satisfac- 
tory one, and their doctor gives a certificate 
then most mental hospital management 
committees will accept that as grounds for 
the patient’s discharge. 

346. So they are selected patients? The 
hospital psychiatrist and- Medical Superin- 

30120 



tendent select the type of person they think 
would benefit by a stay in one of your 
homes, and they do the selecting in regard 

to that matter? Yes ; of course we in 

the Association have a certain amount of 
selection in that we obviously are not go- 
ing to accept suicidal or homicidal risks, so 
that they are selected from the hospital side 
and they are again selected from ours. 

347. You have the right of refusal of a 
patient who is referred to you, so they are 
very carefully selected patients who are 

referred by the hospitals? All cases that 

are going to go out on trial are carefully 
selected. The ones going to the After-Care 
Association are no more carefully selected 
than the ones who are going back to their 
own homes. 

348. Except that you have the right to 

refuse a case which is referred to you by 
a Medical Superintendent or a psychiatrist 
of the hospital if you feel it is not the 
sort of case that would be suitable in one 
of your homes? So there is great selec- 
tivity about it? We have the right, but 

the number of times that right is. used — I 
suppose it practically never happens. — 
(Miss Russell ): I do not think I could say 
how often it happens ; it is very seldom. 
The doctors will know the type of patient 
they are sending to us, and although we 
have a right to refuse we do not insist. 

349. My other point is this. If a patient 
is going home from a mental hospital, is 
any reference made to you so that you 
can do home visiting? — —(Dr. Caldwell ): 
No, that is covered by the hospital social 
workers. The mother hospitals have their 
social workers for the patients who return 
to their own homes, and visits are made 
by the hospital social workers. 

350. I want to get that clear, because 
you do refer to the fact that you visit 
in the home. You do not get anybody 
who is going to be sent home on trial under 
the care of their relatives? You do not 
get any reference at all from hospitals 

to visit those patients? No. — (Dr. 

Yellowlees ): In the old days the social 
services such as hospital almoners and 
social workers did not exist, but our visit- 
ing now is, I should say, confined entirely 
to visiting people before they become hos- 
pital patients, which is a very important 
facet of it. 

351. So the distinction is between what 
you might call pre-care and after-care? 
You do not get patients referred from the 
hospital if they are going home, you do 
not come in contact with a case in that 

way? (Miss Russell ): We will do it for 

a hospital if their own social worker is on 
holiday, because we used to do the whole 
lot ; but otherwise it will be done by their 
own social worker. 

352. (Mr. Jackson ): T am not quite clear 
how .your activity is divided between these 

A3 
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different categories of patients under your 
paragraph 3, prolonged trial, and your 
paragraph 4, boarded-out, and your para- 
graph 5, holiday accommodation. How 
much of your activities go respec- 
tively into these different headings? 

(Dr. Yellowlees ): Is it a question of the 
number of patients? 

353. Thait would be one way of looking 
at it. Could you give us a break-down of 
the figures you gave us of the number of 

patients? (Miss Russell ): In the homes 

generally at one time will be between 400 
and 450 patients. Women of course out- 
number the men, we calculate that at about 
two to one ; I think that is correct for 
mental hospitals too, that is that women 
outnumber men to some extent. The 
patients under orders are a little less than 
half the total number, so that those who are 
not under order are a little more than half. 
The extended trial patients greatly out- 
number the short trial, and we would put 
•that at about five to one. When a patient 
•comes on trial he is expected to leave in 
about four weeks ; but if the matron thinks 
an extension perhaps to three months instead 
of one month would be beneficial to the 
patient we apply to the hospital to have 
his time extended, and it is very seldom 
it is not extended; so that > the matron 
could be said to spend more time with her 
extended trial patients than with the short 
trial patients. 

354. .'And the last heading, providing 

holiday accommodation for chronic 

patients. What is the scale of operations 

there? { Dr. Caldwell ): We expect this 

year to give holidays to about 1,000 
patients, which is less than we did before 
the war, very considerably less, but that 
was because we lost our homes through 
bombs and we have not 'been able to buy 
others. Those _ patients are patients 

in mental hospitals who are able to 
go away .for a holiday, but after 
that they go back to hospital. Many, 
after having been on holiday, ask if they 
can remain, and that of course remains for 
the doctor at the hospital to say whether 
or not they can do so. — (Dr. Yellowlees ): 
May I add this in answer to the question, 
I think it is relevant,, that it is apparent 
that a disturbingly small proportion of the 
patients with whom we deal consist of the 
patients for whom we were first founded, 
namely, the convalescent patients whom we 
try to restore in our homes to full activity. 
That has been troubling our Council for a 
long time, but there are so many demands 
upon us from bodies of every kind with 
whom we co-operate, and our resources arc 
so limited that we do not yet see how it 
can be improved. I gather from the ques- 
tion that you were anxious to find what 
proportion of patients were really conva- 
lescent and being restored to full activity, 
and I only wish it were larger. — (Miss 



Russell): I wonder if I might add this. I 
have given you the numbers In our homes 
on any one day. At the end of the month 
those patients who have only been there 
for four weeks change, so that although we 
appear to have a great number of perma- 
nent patients, by the end of the year those 
whom we have taken for convalescence will 
outnumber by a very long way the number 
who are permanently there, because they 
are static. 

355. (Sir Cecil Oakes): I wonder could 
you help us a little further on that. What 

Is your total turnover during the year? 

About 2,000. 

356. Thank you very much ; that is most 
helpful. I want to take up Dr. Caldwell’s 
point. 1 was very glad to hear about the 
numbers who come to you from -the mental 
hospitals. Dr. Caldwell, could you give 
us any idea of the percentage of your 
admissions who come from the hospitals or 
psychiatric social workers; have you any 

data of that kind? (Dr. Caldwell): I do 

not quite follow. 

357. You get some, you told us, direct 

from fhe medical superintendent who wants 
to have them out on trial? Yes. 

358. You get some patients from out- 
patient clinics? Yes. 

359. Some come from psychiatric social 
workers’ recommendations. Other ex- 
patients who have known of you send some 
others. Do you know anything about the 

percentage of your receipts? 1 could not 

help you there. I might enlarge it a little. 
A very large number of the cases referred 
primarily, without having been in mental 
hospitals, to the After Care Association, from 
out-patients clinics and from social workers, 
a large proportion of those do not require 
treatment in any of our homes at all ; they 
merely need the home visitor ; the smooth- 
ing out of marital difficulties and things 
like that would be sufficient to keep the 
patient in his own environment and smooth 
out his troubles. 

360. That has elicited what I was anxious 
to know. How many visitors have you got 

doing this work? (Miss Russell): We 

have 3f, and that is not including myself. 
I do not count myself as a visitor. 

361 . In many of the cases: that come to your 
notice, the visitor will go and make friendly 
visits, and that is really all that is required. 
Nothing more is required ; they do not go 
to your homes, they do not go to menial 
hospitals, you are assisting them in general 
rehabilitation and preventing them from be- 
coming worse? — U(Dr. Caldwell): That is 
right. 

362. Do any of the patients in your own 
homes or the homes you contract with go 
out to work? — Are they used as hostels in 

cerlain cases? (Miss Russell): Yes, wc 

have as many as five in one home going lo 
work every day; six in another one, and it 
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dwindles down to one. They keep the jobs 
as long as their mental state will let them, 
then they leave. 

363. And they are earning wages in those 

occupations? Yes, some of them are 

earning quite good wages, others just get 
pocket-money. 

364. That would 'be set off against the 
charge you make to the health authority? 

If they are making enough wages the 

local authority takes it off. 

365. Could you tell us what the overall 
average period of stay is in your own three 
homes? Do you know the actual figure? 

1 have never worked it out ; I should 

think perhaps three months. We allow 
them to stay for three months and then we 
reconsider their case but we reckon on three 
months as the maximum in our homes. I 
should say there are two homes, one for 
men and one for women ; and one at Sand- 
gate which, being on the coast, is for holi- 
day patients mostly. 

366. I wonder oould one of you tell us 
how you allocate patients between your 
own three homes and those you contract 
with? Is it on the basis of their mental 
state or their physical state, or how do 

you do it? {Dr. Yellowlees): I think 

it is on the 'basis of their sex and their 
mental state. Of course you have to be 
a little practical in the sense that if you 
have a home for convalescent women 
patients it is only wise to include two or 
three more chronic women patients who 
will act as “ hewers of wood and drawers 
of water,” and it will do them a lot of good 
and be very economical too. 

367. (Mrs. Adrian ): I have just one or 
two points about the number of your turn- 
over ; 2,000 is the turnover of your homes, 
is it? — -—{Miss Russell ): Yes. 

368. That is what you deal with ; and 
how many new patients are there in a year? 

It is difficult, it varies so much. -I would 

not like to give you a definite figure. 

369. {Dr. Rees ) : With regard to the point 
about selection of patients ; I take it in 
general a patient who is fit to go out on 
trial under Section 55 is fit for admission 

to an after-care home? {Dr. Yellowlees ): 

Yes. 

370. So really there is no difficulty at 
all? — - — {Dr. Caldwell ): None whatsoever. 

371. You have not as many holiday 

homes now as you had before the war? 

No. 

372. Does the demand for holiday homes 
at present exceed the supply?—- — {Miss 
Russell ): Yes. 

373. What is the maximum amount that 
mental hospitals can pay you for patients 
going into holiday homes? _ Is there any 

limitation on it? 1 think we have 

rather put it down as what we want for 



them, which has just recently been 
increased. Our figure is £3 7s. 6d. for 
those who have their own clothes and 
pocket money and £3 17s. 6d. for the 
others. 

374. Is there a limit on what mental 

hospitals can allow for patients? (Dr, 

Caldwell ): I think it is anything up to the 
cost of maintenance of the patient in the 
mother mental hospital and the cost of the 
maintenance in the mother mental hospital 
is in almost every case higher than the 
cost of maintenance charged by After- 
Care, and therefore, realistically approach- 
ing it. Management Committees have no 
difficulty in paying 31 guineas to the 
After-Care. 

375. Are you in receipt of any Govern- 
ment grants? — -{Dr. Yellowlees ): None 
whatever, and never have been. 

376. Have you applied for any Govern- 
ment grants? 'Never. 

377. (Mr. Hylton-Foster ): I have one 
point to raise. Miss Russell, you are sug- 
gesting that perhaps an extension of 
Section 57 would help. I wanted to know 
how far that went, what you are asking 
for. It would mean presumably that 
patients were boarded out to you as 
opposed to the existing system ; but _ at 
present it would be conditional on boarding 
out that the patient had been confined in a 
mental hospital. Are you asking for a 
further extension to include out-patients, so 
that the out-patients might be boarded out 

to you? I do not think. Section 57 would 

apply to any patient but a patient under 
reception order. 

378. That is quite right. I am asking 
you really if you desire to have it extended 
in a way which would make it apply to 

other patients? (Miss Russell ): That 

would ensure our maintenance. 

379. That was what you had in mind, 
merely an extension permitting the boarding 

out to you? 1 am afraid I have not 

thought of it ; but I see the advantage to 
ourselves. 

380. {Chairman) : What are your rela- 
tions with local health authorities? How 
do you come in contact with them? — — 
From my point of view, all I can say is 
that they are very cordial. Miss Russell 
can probably answer that more definitely 
than I can . — (Miss Russell): I think our 
relations with the local authorities are 
particularly cordial, especially with the 
London County Council. The only little 
difficulty we do have is in getting them to 
agree automatically to pay for new 
patients. 

381. What patients do they now pay for? 
The Hospital Management Committee pays 

only for those on trial? Voluntary 

patients would be the responsibility of the 
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local health authority, and those who 
become chronic cases if they have no means. 

382. Is it the responsibility of the local 
health authority to provide them with main- 
tenance in your homes, or is it .the National 

Assistance Board? Our patients, we 

maintain, being patients should come under 
the health authority and not the National 
Assistance Board. If all else fails we have 
to resort to the National Assistance Board, 
but it is very expensive for us to have a 
patient on national assistance. Unfortun- 
ately we do get some, because local authori- 
ties have refused to accept responsibility. 

383. In what circumstances does the local 

authority repudiate responsibility? In 

my experience mainly on Section 26 of the 
National Assistance Act of 1948, whereas 
those who will pay indefinitely do so under 
Section 28 of the National Health Service 
Act. 

384. (Mrs. Braddock ): The local authority 
would not refuse to pay for a case which 
they referred to you? Your difficulty would 
be the cases that had no connection with 
the local authority at all, who came to 
you either from a private psychiatrist or 
through another patient? Is that not actu- 
ally the situation, that where the local 
authority refer a case to you for after-care 
they automatically would be prepared to 
pay, but in the instances where they have 
no connection and no knowledge of the case 
for pre-care, they would not accept respon- 
sibility for a case you found yourselves 
or one of your organisations found for 

you ; is not that actually the position?; 

They consider it. I do not mean to infer 
that they will not take any case like that. 
The majority of them will pay for four 
weeks, but will not extend it. 

385. Even although the local authority 

have not referred the case to you? We 

do not really get them very much directly. 
We nearly always get them through clinics 
or hospitals. The local health authorities 
who will accept responsibility indefinitely 
do so on the basis of Section 28 of the 
National Health Service Act. 

386. ( Sir Cecil Oakes): And I suppose 
the position is that different local authori- 
ties put a different interpretation upon their 

obligations under Section 28? 1 have not 

noticed that ; but I have noticed them 
quoting the National Assistance Act instead 
of the National Health Service Act. 

387. (Chairman): Among other things, is 
it not the fact that under Section 28 the 
local health authority is not allowed to 
make any payment to the patient himself? 
Yes. 

388. While if the National Assistance 

Board makes any contribution it is not 
allowed to pay it to anybody but the patient 
himself? Yes. 



389. Is that all you want to say about 

your relations with local authorities? 1 

would like to make it clear we are on good 
terms with them. I think they find us 
useful. 

390. That leads on to the question I said 
I would ask later. Have you any views to 
express as to how the present law and 
administration might be improved? Are 
you conscious of any particular obstacles 

which you meet in the present law? 

(Dr. Yellowlees): Are you asking us as the 
Association, not as private individuals? 

391. Naturally, as members of the Asso- 
ciation, that is the capacity in which you 
are here ; but if you have got any personal 
views from your experience of your work 

■by all means give them. As regards the 

Association, all I have to say critical of the 
present arrangements is that they are be- 
yond my power to understand. For me 
it seems so very very complicated. I 
know that it is a little better now, but for 
the couple of years or three years follow- 
ing the introduction of the National Health 
Service Act every patient became a prob- 
lem, there was lots of correspondence and 
discussion, not necessarily acrimonious, but 
it was a tremendous strain upon Miss 
Russell and our staff, because every case 
had to be argued out. It is a little better 
now, but it still remains a complicated mat- 
ter. As regards the Association, I do not 
think at the present stage of the Act it 
really affects our work one way or the 
other, except in the complication of detail. 
Perhaps Miss Russell would have something 
to say on that. — (Miss Russell) : I think we 
have got things more smooth now, but it 
certainly was difficult at the beginning. We 
have got most of the snags straightened 
out and our main difficulty is certainly 
finance — although -I do not think that is 
pertinent here. — (Dr. Caldwell): I would 
like to enlarge upon that if I may, Mr. 
Chairman. We as an Association are 
serving a very real need. Unfortunately we 
have had to confine our activities to the 
southern part of England. We have had 
many demands from Lancashire, Cheshire, 
the West Country, and all over the coun- 
try, and for various reasons we have been 
unable to enlarge our activities. As the 
set-up is at the moment, each mental hos- 
pital does keep in touch with their own 
patients through their social workers, 
through their out-patient departments, and 
that is all right so long as the patients 
remain in the neighbourhood of their 
mother hospital — if I may use that term — 
but if they move away to another part of 
the country they lose touch with their 
mother hospital and there is no organisa- 
tion we know of they can turn to for after- 
care following a mental illness. That is 
why our Association fills such a great 
need ; where you get people naturally tend- 
ing to migrate from all over the country, 
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they have lost touch with their mother hos- 
pitals and therefore they say: “Who can 
I turn to? ” and here is the Mental After- 
Care Association. So although we are 
situated in the south and our homes are 
in the south we are still dealing with 
patients who have come to London from 
areas throughout the country. Therefore 
we feel that we are satisfying a need in 
this area, 'but we feel it even more strongly 
that that need exists throughout the whole 
of the country. 

392. I understand your point clearly, but 

that has no particular bearing on any exist- 
ing state olf the law. No, it has no 

bearing on the law at all, but when you 
are dealing with mental illness generally 
as a Commission, I as a member of the 
Association would like to voice the feeling 
we have that there is a need for an amplifi- 
cation of such work. 

393. I thought you were going to reach 
the conclusion that responsibility concen- 
trated in [Regional Hospital Boards or in 
local health authorities would not meet the 

needs of a floating population. 1 feel 

there is a little something more than Re- 
gional Hospital Board responsibility. Take 
a simple example ; a patient leaves a men- 
tal hospital ; strictly speaking the Hospital 
Management Committee have no authority 
to provide that patient with clothing. 
He is supposed to go to the National 
Assistance Board. The National Assistance 
Board — this is my own experience — then 
direct him or her to a Woman’s Voluntary 
Aidi Depot where he is supplied with 
clothing. Quite a lot of that type of 
patient come to the headquarters of the 
Mental After Care Association where they 
get the money for clothing without having 
to go to public assistance or the W.V.S. 
Of course some management committees do 
provide clothing, but strictly speaking they 
have no authority. — (Dr. Yellowlces): I 

think the point is simply that it would be 
advantageous if there could be some liaison 
between the voluntary bodies and the 
statutory authorities. How possible that is 
I do not know. These authorities turn to 
us very readily and quickly when they are 
in difficulty and we do our best, and we 
get on very well with them. However, if 
something of the kind could be arranged) — I 
do not know how or wihat bodies through- 
out the country — it would be a great benefit. 
I may add that the best work we have 
done was not to do with this country at 
all. The Polish army in this country called 
upon us during the war to look after their 
convalescent mental casualties, and the 
difficulty of doing that as a voluntary body 
in war time was a very real one. However 
we managed that to their satisfaction, and 
we also had bodies like the Norwegian Red 
Cross and the Denmark Red Cross, and we 
helped and assisted them in various ways ; 
we are very proud of that. 



Xu response to your question, if I may 
make one point which is a purely individual 
thing and nothing to do with the Associa- 
tion. It is simply to do with my experience 
as a psychiatrist, and it is to do with the 
question of certification. The Macmillan 
Commission of 30 years ago held, quite 
rightly in my judgment, that certification was 
dreaded by the uninformed average public 
and patient, and they went to great lengths 
to try to avoid the necessity for certification 
by the rather elaborate process of the 
temporary treatment in the Mental Treat- 
ment Act, 1930. It is very interesting that 
that procedure is being very sparsely taken 
advantage of; but the point in my humble 
opinion is this, that the real trouble is that 
the public regards certification as a medical 
proceeding. The public think, the ignorant 
public, that it is due to the machinations of 
doctors, and on the strength of doctors’ 
wishes, prejudices and theories that people 
are confined in mental hospitals. It is the 
remains of the old wicked uncle theory of 
psychiatry of 60 or 70 years ago. Now 
the way to avoid that and to save trouble 
■is surely to make it clear to the meanest 
intelligence that certification is a legal pro- 
ceeding, and that not only is it a legal 
proceeding but it is a legal proceeding 
which is very definitely and greatly in the 
interests of the patient. It may be possible 
in other countries, I believe it is so in 
Northern Ireland, but i cannot imagine 
that in England you would ever be able 
to deprive a person of his liberty, which is 
what it boils down to s> without legal 
authority; and if the public could be got 
in some way — I do not know how — if the 
public could be got to see that the inter- 
vention of the law in the matter of certifica- 
tion is simply to ensure that the patient’s 
liberty shall not be at the mercy of any 
doctors I think that would be a good 
thing. 

394. Your argument seems to be that 

doctors incur a great deal of odium, and 
you would like to see that odium trans- 
ferred to the lawyers? Exactly. 

395. 'But how are you going to transfer 

it more clearly to the lawyers than it exists 
now? That is for the Commission to re- 

commend. There is so much loose talk 
about early, mild and recoverable cases. 
Any experienced psychiatrist knows per- 
fectly well that a case may be very early, 
may be highly recoverable and yet may 
show at the earliest stages symptoms for 
which, for the safety of the patient and the 
public, detention irrespective of his wishes 
is essential. You will never get past that 
fact of medicine. Now it is not right that 
people should think that the responsibility 
for dealing with the patient is purely a 
medical one. The safeguards of the Act 
of 181910 were so enormous that now it has 
become a boomerang, and as we all know 
it is far more difficult to get a patient into 
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a mental hospital than out of it. That is 
a help, but the fact remains something 
should be done to let the public see that 
the magistrate’s order is the supreme 
authority and is a beneficent thing. 

3196 . Of course we had exactly the 
opposite view expressed to us some time 
ago, that all the stigma of certification in 
the public eye was the stigma of the law, 
that there was no stigma about treament 
in a mental hospital under a doctor’s re- 
commendation. The stigma was in the 

magistrate’s order. If it was said by 

anybody who had very long practical con- 
tact with the insane I should be surprised. 

397. When you say you want to convince 
the public that certification is a legal pro- 
cedure, do you want it to be a legal pro- 
cedure? Do you want a magistrate t 9 hold 
an inquiry sufficient to enable him to 
criticise a psychiatrist’s recommendation 

that a patient should be detained? No, 

Sir, I do not venture on detail at all. I 
want it to be known that the final word 
rests with the law just precisely as in 
criminal cases where there is psychiatric 
evidence. 

398. What I am really getting at is this ; 

you are asking that we should convince 
the public that the final word is with the 
lawyer? 1 am. 

399. With the justice? Yes. 

400. On the other hand you do not want 
that final word to be a reality. You do 
not really want the judicial authority to go 
beyond the doctor’s considered certification. 
It is difficult to conduct an argument with 

public opinion on those kind of lines. It 

is indeed, and the answer is that of course 
I am aware that the two certifying doctors 
know a very great deal more about it 
than the magistrate who gives the decision, 
but we must remember we are in England 
where for centuries the liberty of the 
subject has been a matter of very great im- 
portance, and I suppose many hundreds of 
times I have been told “What sort of a 
country is this where a man’s liberty can 
be signed away by a couple of doctors? ” 
It is easy to talk like that. I know it 
is nonsense, we all know it is nonsense, but 
the general public do not. It is depriving 
a man of liberty, that is the point. We do 
not look at it that way ; we regard jt as 
helping a sick man, and I think it is 
horrible that we should have to go to a 
magistrate, but I see there would be in- 
finite opportunity for abuse of the thing 
if it were not so, and I think the best way 
out of the difficulty is to let the public 
clearly see that they are being safeguarded 
and are not having the law from Harley 
Street as they call it, or anything of that 
kind. It is a point that I felt I should 
bring before you. 

401. You say “ Let the public see ”. You 
do not by that mean that you want the 



public to be able to attend the proceedings 
at which a judicial authority issues an 

order? 1 do not, and I do not of 

necessity say that the judicial authority 
ought to see the patient at all. I am not 
venturing to give detail, but that was a 
point on which I thought the Macmillan 
Commission were not as clear as they 
might have been.-^Dr. Caldwell): May I 
as an individual practising psychologist, and 
nothing to do with the Association at all, 
bring to your notice a problem that I am 
experiencing increasingly which I hope you 
may in your deliberations be able to help,, 
and that is your voluntary patient who as 
soon as you try to carry out active treat- 
ment immediately gives in his or her dis- 
charge and cannot be kept? They go away* 
they come back in again and you start treat- 
ment again and they take their discharge. 
Is there some way whereby you can give us 
power to keep voluntary patients^ where 
their relatives have consented to their treat- 
ment and where we can give them the active 
treatment that is going to be beneficial to 
them? 

402. Let me ibe quite clear. You are not 
thinking now only of the special physical 
treatments for which consent is usually 

required? That is the type of thing I 

was thinking of. 

403. (Dr. Thomas ): Do you not think. 

Dr. Caldiwell, that would probably under- 
mine the whole status of the voluntary 
patient? He now wants to go into hospital 
for treatment. Is it perhaps more likely 
to meet your problem if instead of having 
powers of detaining somebody who comes 
in willingly to hospital you told him “ No, 
you cannot come into hospital if you do 
not submit to my treatment”? The diffi- 
culty now is that he can walk out. In 

the provinces that problem is easier, be- 
cause you are seeing your own patients in 
your own Out-patients Department. In 
London you are drawing patients that you 
never see from different areas, you do not 
know anything about your voluntary 
patient except what a second party has 
written, and very often the second party is 
wanting to get the responsibility off his 
shoulders and therefore sends the patient 
to the catchment hospital. These people 
come in two, three or four times and you 
are never able to give them any active 
proper treatment because as soon as you 
attempt to do it they say “ I am leaving 

404. (Chairman): May I ask, in order to 
get this clear, what is the normal procedure 
in the case of an involuntary patient who 

you want to treat, say, with insulin? 

With a certified patient or a temporary 
patient we then apply to the nearest rela- 
tive explaining what the treatment is, that 
there are certain risks attached to it, but 
there is also the possibility of beneficial 
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results which far outweigh the risks and 
you get the sanction of the next of kin. 

405. (Mrs. Braddock ): Thiat applies to 

leucotomy as well? That applies to 

leucotomy as well. 

406. (Chairman)'. And no consent by the 

patient himself is required? 'Not the 

patient who is certified. The voluntary 
patient’s consent must be obtained for 
.every form of treatment. 

407. (Mr. Jackson): To follow up the 

point that Dr. Yellowlees has made. There 
are over six or eight methods by which a 
.person may come under care, it depends 
how you count them, with quite different 
procedures? {Dr. Yellowlees): Yes. 

408. I suppose you would agree that these 

are rather complicated? Yes. 

409. And there is very great difficulty 

even for those dealing with these cases to 
be quite sure about all the implications of 
each one? Yes. 

410. Do you think that the members of 
the general public have any clarity of mind 

as to what the procedure is? 'Not the 

least. 

411. Would it not be very difficult for 
them to find the wicked uncle, whether he 

is medical or legal? That used to be 

the great occupation of the paranoid 
patients in hospitals, to find out who was 
the person chiefly responsible, but I think 
the general idea is that you are certified by 
doctors, and in all the books written by 
ex-patients, of which I have got quite a 
small library, if is always the doctors who' 
have done the wrong. Hardly ever is the 
gentleman who gave the legal authority 
thought of or spoken of. 

412. Is it not possible that this stigma 
that is felt arises inherently out of the 
situation of a person against whom some 
compulsory measures have to be adopted? 
Yes. 

413. Then it would' arise from that and 
not from any question as to whether it is 
one or two doctors o>r a justice, or anything 

else? 1 think I was really thinking more 

of the patient’s relatives when I was speak- 
ing of the public, but I think the answer 
is that the average patient who resents his 
detention, and there are not so many of 
them, the average patient would be far 
happier to know and be convinced, if it 
could be arranged, that he was there by the 
law of his country rather than by, as -he 
thinks of it, the prejudice or malice of a 
couple of doctors. 

414. You say 'by the law of his country? 
Yes. 

415. Of course whatever the law provides 
as to who may do this, he is there by the 
law of his country. May <1 suggest that 
if iby “ law ” you mean the judiciary we 



should make that point clear? Do you 

mean that? Yes ; I think it is a fine 

distinction. I quite agree, I will take it 
as “ judiciary ”. 

416. It is a very real distinction if he is 

there by a proper legal process. -Me is 

there already by a legal process and I say 
it ought to be emphasised that he is there 
by law and not by the doctors* whim. 

417. He would be there by law if doctors 
had the power to sign certificates and put 
him there with no reference to anybody 
else. He is there by law and whether he 
is there properly by law might be challenged 

in the Courts. 1 think he would have 

a most excellent case, speaking as an 
amateur, at common law if it were conceiv- 
able that he could be deprived of his 
liberty by two ordinary doctors. 

418. (Mrs. Braddock): Even if they were 

given the judicial right to do so? 1 think 

there would he a tremendous uproar if the 
law gave to doctors the power to decide 
whether a person’s liberty was to be cur- 
tailed or not. 

419. {Mrs. Adrian): Is not that already 
so in the case of a temporary patient? . He 
is deprived of his liberty for a limited time 

at any rate? -That is true, and that is 

the attempt of the Macmillan Commission 
to get round the difficulty that we are 
discussing. The answer is that they chose 
the criterion of volition. It was quite in- 
genious and the answer there is that nobody 
is really upsetting the patient’s liberty 
because the moment he regains volition he 
can walk out. 'Nobody is upsetting his 
liberty any more than if he were lying 
asleep. 

420. (Mr. Hylton-Foster): Deferring it 

for a period of time as it were? It is 

only deferring it for a period of time. 

421. {Dr. Rees): The real problem of 

course is the unwilling patient? That is 

so. Sir. 

422. You believe the unwilling patient 
should never be sent to a mental hospital 
without the intervention of the magistrate? 
That is so. 

423. And you criticise the Northern 
Ireland Act because it is possible there? 

1 am not in a position to criticise it. 

I think that the general state of public feel- 
ing on this point in Northern Ireland is 
very different from what it is in England. 
I think in Ireland they have different ideas 
about the liberty of the subject. 

424. Do you believe that there would be 
any real abuse if the unwilling patient were 
sent to a mental hospital on a temporary 
basis, say for six months, on the applica- 
tion of a relative accompanied by a re- 
commendation from one or two doctors? 
On the application of a relative and the 
recommendation, not the certification, the 
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recommendation of one or two doctors? 

Of two specially appointed doctors I 

take it? 

425. Two competent doctors. It 

would 'be an ideal thing if it could be done. 
1 foresee very great public concern about 
it. 

426. Have you ever come across patients 
who have recovered who regretted the fact 

that they were certified? Never in a 

fully recovered patient, never, and that is 
in a lifetime. 

427. Do you ever come across relatives 

who have felt it would have been desirable 
or preferable if the patient had been dealt 
with as a temporary patient rather than as 
a certified patient? Yes, hundreds. 

428. Do you not think the Commission 
should do something to make this possible 

in a greater number of cases? Yes, if 

they can, I do. 

429. The other point, Dr. Caldwell, is 
aibout the unsatisfactory voluntary patient. 
You did not suggest a remedy for this, Dr. 

Caldwell, did you? {Dr. Caldwell ): I 

put the problem up to you as a Commis- 
sion. 

430. You would have to wait until the 

patient was certifiable? As soon as you 

start certifying voluntary patients you are 
in difficulty. A patient comes in as a volun- 
tary patient and leaves and aU the other 
patients in the part of the hospital he has 
been in knows he is a voluntary patient. 
If without any influence or any interven- 
tion of the hospital somewhere else he 
comes back as a certified patient that is not 
too bad, although it still leaves a little un- 
rest in the minds of the other patients, 
but if the other voluntary patients in some 
way sense, rightly or wrongly, that the 
hospital in which he had been a voluntary 
patient has been responsible for his certi- 
fication you immediately put disquiet into 
the minds of the other voluntary patients 
who say “ Oh, it may be I am a voluntary 
patient, tout unless I do what I am told I 
may be certified ”. I want to avoid any 
idea that a patient who is on a voluntary 
basis can have the feeling that if he does 
not follow out what he is asked to do he 
may be certified. It is not only because 
it is wrong for the individual patient but 
because of the bad effect it has on the other 
voluntary patients in the hospital. 

431. {Dr. Thomas ): -In your first ques- 

tion you did enquire how a voluntary 
patient could toe as it were forcibly, I for- 
get your exact words, treated? Yes, I 

told you that was my problem, and 1 am 
throwing the problem on to you hoping 
you might find a solution. 

432. {Chairman): When you talk aibout 
the feeling in the hospital, is there no feel- 
ing among the involuntary patients in the 



hospital arising out of their being exposed, 
without any consent of theirs and against 
their will, with the consent of their rela- 
tives to a fundamental operation like 

leucotomy? In my experience practically 

none. In the majority of cases in which 
one decides on leucotomy it is the last 
resort, and they are very largely either so 
hopeless or so anti-social as to be a con- 
stant nuisance to themselves and to others 
round aibout and are practically not capable 
of comprehending what such an operation 
is. 'Fortunately after the operation they 
very often do appreciate that it has been 
done and are grateful for the benefit. 
Strangely enough the majority of leuco- 
tomies in my personal experience recently 
have been on voluntary patients who have 
come in asking for a leucotomy. I have 
had three men who I did not think were the 
type of case that • leucotomy was par- 
ticularly suitable treatment for and they 
said that they would take their discharge 
unless they had a leucotomy performed. I 
wrote in the strongest terms that I was 
not fully advising this treatment but that 
they insisted upon it and I was prepared to 
carry it out and they signed. 

433. Yes, I have heard that, but does that 
in relation to what you have said before 
mean that there is more objection among 
voluntary patients to other forms of 

physical treatment than leucotomy? 

When, Mr. Chairman, I was speaking of 
forms of treatment I was not thinking of 
leucotomy. I was thinking of forms of 
ordinary physical treatment, electroplexy, 
narcosis, insulin treatment and so on. The 
majority of our voluntary patients accept 
the need for treatment and co-operate with 
us, but there is a small hard core which 
is becoming increasingly prevalent in the 
last 18 months who will shuttle back and 
forward between the outside world, their 
homes, hospital again, outside, hospital 
again and who we can never persuade to 
stay long enough to have a complete course 
of insulin or a course of electroplexy, and 
it is a problem I am throwing on to you 
as a Commission to see if you can find 
some solution to it. 

434. {Mr. Hylton-Foster ): Could I ask 
Dr. Yellowlees to go back to the question 
of the intervention of some judicial deci- 
sion between the patient and his doctor, 
and the potential resentiment against the 
doctor. Is it not in your view really a 
question of degree? Supposing one had 
before a prolonged deprivation of liberty 
the necessity for a judicial decision? Is 
it not a question of the length of time of 
confinement before judicial decision that 
wants considering? May I illustrate what 
I am putting to you. You would not have 
found any resentment in a patient of the 
fact that some quite unqualified person, a 
duly authorised officer, had caused his de- 
privation of liberty for three days, an 
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ordinary Section 20 case. You do not find 
any resentment against a duly authorised 

•officer, cIo you? (Dr. Yellowlees ): 1 

•follow. No, I do not think so. 

435. There is no element of the judicial 
decision there, but there is no resentment 
against the person in effect who tries to 

do it? -That would probably meet my 

feelings ; if after, say, a month, or a stated 
time in hospital and under care and 1 treat- 
ment willy nilly on the strength of the 
doctor’s certificate, some judicial authority 
were then to have the case put before him 
to confirm it or something of that kind. — 
{Dr. Caldwell ): Under ^ Section 20 at the 
moment, the medical officer in charge under 
Section 21 A can order continued detention 
for another 14 days, and at the end of that 
time the magistrate is called if necessary, 
or the patient ’signs a voluntary form or is 
discharged. 

43*6. I know it is much used, but 1 was 
just pursuing the anxiety of Dr. Yellowlees. 
Supposing, just for the purposes of dis- 
cussion, it were possible on the recom- 
mendation of the relative and' two 
appointed doctors to deprive a patient of 
liberty for a period of, say, a month pro- 
vided that was followed by a judicial de- 
cision if necessary, do you think that would' 

create much feeling? {Dr. Yellowlees ): 

I do not. I think it wtould be a great 
improvement. 

43>7. If I might, my Lord, pass to one 
other thing while we have Dr. Yellowlees 
here I would like to know why so little use 
has been made of Section 5 of the 1930 
Act, is it merely the difficulty of volition 

or non-volition? -It is the difficulty of 

it and th,e elasticity of it, and I think the 
tremendous increase of voluntary patients. 
Also because you have trouble about the 
patient regaining volition.— (Dr. Caldwell): 
That is the temporary patient, it is the 
question of volition that is the trouble. — 
(Dr. Yellowlees ): If I may add this, with 



the patients after the 1914-18* war and after 
this war there has been a very great and 1 
serious increase in the number of suicides 
of patients who because of the dread and 
horror of talking about insanity and mental 
disease are put down by their doctors as 
neurasthenics or exhaustion states. This 
tremendous increase of voluntary patients 
and the reluctance to place people under 
care has resulted in the loss of many 
valuable lives from a highly recoverable 
state, namely simple depression. I would 
not like to leave the Commission without 
havirig brought that point to their notice; 
this enormous increase of uncertified care 
— care as a voluntary patient or outside 
mental hospitals altogether. I know every 
experienced psychiatrist will agree with me 
that many a patient loses his life by suicide 
who might very well have been saved and 
made a good recovery had he been under 
really strict psychiatric care. It is a difficult 
thing because the patient in certain depres- 
sions retains his dignity, his modesty. He 
behaves properly, his intelligence is unim- 
paired, and the relatives are very apt to say 
he is a little downhearted, he wants cheer- 
ing up, or wants to go to a quiet hiome 
in the country, and that sort of thing. I 
thought it right to mention that before this 
Commission in view of the great increase 
in the desire to get patients away from 
mental hospitals. 

438. (Chairman): Thank you, yes. That 
is an aspect that one does not often hear 
nowadays. Do you think that in those 
kinds of depressed states the rather 
crowded life of most mental hospitals is a 

positive advantage? No, I think it is a 

drawback, excessive crowding. 

439. But you do attach great importance 

to institutional care? 1 do. 

440. Thank you very much. There is 

nothing more you want to say? -No, in- 

deed we are very grateful to the Com- 
mission for hearing us. 



(The witnesses withdrew.) 
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MINUTES OF EVIDENCE 

TAKEN BEFORE THE 

Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency 

THIRD DAY 

Wednesday, 16th June, 1954 



Present 

The Rt. Hon. the Lord Percy of Newcastle, P.C. ( Chairman ) 

Mrs. H. A. Adrian, J.P. Mr. R. M. Jackson, LL.D., J.P. 

Mrs. E. M. Braddock, J.P., M.P. Sir Cecil Oakes, C.B.E., J.P. 

Sir Russell Brain, Bart., D.M., P.R.C.P. Dr. T. P. Rees, O.B.E., M.D., D.P.M. 
Mr. H. B. H. Hylton-Foster, Q.C., M.P. Dr. D. H. H. Thomas, D.P.M. 

Miss H. M. Hedley (Secretary) 

Mr. W. R. Hudd ( Chairman ) and Mr. A. H. Edwards ( Honorary Secretary ) 

on behalf of the Society of Chief Administrative Mental Health Officers, 
called and examined. 



Memorandum submitted by Society of Chief Administrative Mental 
Health Officers 

I. MENTAL ILLNESS 
Lunacy and Mental Treatment Acts 

1 . Senile Dementia 

We have considerable information which leads us to believe that many old people 
are being admitted to Mental Hospitals as certified persons of unsound mind 
because they cannot adequately be cared for in their own homes or in accom- 
modation provided under Part III of the National Assistance Act, 1948. The 
problem is to some degree mitigated in some parts of the country by the establish- 
ment of Mental Hospital units known as Long-Stay Annexes but initially this does 
not always avoid certification. If accommodation were available in, for example, 
side wards of hospitals for the chronic sick, many old people could be admitted 
without certification. In this connection, the provisions of Section 47 of the 
National Assistance Act, 1948, might be extended. The use of Sections 20 and 21 a 
of the Lunacy Act, 1890, whereby the senile patient is detained for observation, 
in many instances answers urgent and immediate requirements, but elderly patients 
should not have to be certified as of unsound mind as the sole means of providing 
for their care. 

2. Court Cases 

Section 30 of the Magistrates’ Courts Act, 1952, provides that a person may, 
upon the evidence of two Medical Practitioners, be dealt with as a person of 
unsound mind and admitted to a Mental Hospital, the Order of the Court having 
the same effect as a Summary Reception Order under Section 16 of the Lunacy 
Act, 1890. Although we have no evidence that Section 72 of the Lunacy Act, 1890 
30160 A 2 
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(as amended) is being invoked in this type of case, yet there would appear to be 
nothing to prevent the patient’s nearest relative applying for his discharge from 
Hospital as soon as the admission has taken place. The position appears to be 
anomalous and a review is suggested. 

3. Urgency Orders 

(i) We are of the opinion that more use could be made of Section .1 1 of the 
Lunacy Act, 1890, if the period of initial detention in a Mental Hospital could be 
extended, as in the cases of patients admitted under Sections 20 and 21 of the Act. 
Provision under this heading to give this effect might be incorporated in any new 
legislation, with advantage. 

(ii) Enquiries regarding the classification of Temporary patients reveal that Sec- 
tion 5 of the Mental Treatment Act, 1930, is used with less frequency than hereto- 
fore, and a minority of our members consider that a review of the position might 
be made concurrently with a review of voluntary treatment generally. 

II. MENTAL DEFICIENCY 

4. Definition (Section 1, Mental Deficiency Act, 1927) 

(d) Although we are not unanimous, the majority view is that the definition of 
mental deficiency should remain but that the grade of “ moral defective ”, a term 
which no longer has any legal application, should be removed. At present, a 
moral defective must be classified either as “ feeble-minded ” or as an “ imbecile ". 
A principle which appeals to us is that social inefficiency, rather than educational 
sub-normality, should be more clearly shown as the factor upon which clinical 
evidence of mental deficiency is founded. 

(A) That the question of alternative classifications should be considered, as the 
present nomenclature is found to be unacceptable to the relatives of defective 
patients. The terms “ idiot ”, “ imbecile ” and “ feeble-minded person ” might be 
replaced by terms such as “low, medium and high-grade” patients (or patients 
of “severe, medium or slight” defect). We appreciate that there are many diver- 
gent views upon this suggestion. 

5. Voluntary Admissions 

That Section 3, Mental Deficiency Act, 1913, might be extended to allow the 
parent or guardian of an alleged defective to obtain a vacancy in a Mental Deficiency 
Hospital or under Guardianship on a voluntary basis, subject to the concurrence 
of the Local Health Authority. The cost of obtaining the certificates (not at present 
covered by National Health Service Acts as “free” medical certificates) might be 
borne by Local Health Authorities. 

There is every evidence that Ministry of Health Circular 5/52 relating to short- 
term care of defectives is very helpful. Provision for permanent voluntary care 
and protection is much needed and would in a number of cases avoid formal 
adjudication. 

6. Court Cases ( Section 8, Mental Deficiency Act, 1913) 

(a) It would be in the interests of the patients and public alike if alleged defec- 
tives before the Courts were dealt with upon the evidence of, and certification by, 
two medical practitioners one of whom should be duly approved by the Minister 
of Health or the Local Health Authority. 

(A) Provision should also be made in this section for dealing with “young 
persons ” who have been brought before a court of summary jurisdiction as being 
in need of care and protection or in moral danger, and who are found to be 
mentally defective. The section as at present worded only relates to children 
brought before the court in such circumstances, and this is frequently found to 
present difficulties. 

7. Statutory and Voluntary Supervision 

(a) We are strongly of the opinion that it should not be left to the discretion 
of a Local Health Authority to decide how frequently the cases of patients placed 
under Statutory Supervision should be reviewed. Annual review with special 
reconsideration at the ages of 18 years and at 21 years if necessary should be 
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recommended. “ Voluntary Supervision ”, as such, is now covered by “ After- 
Care ” (Section 28, National Health Service Act, 1946) and need not be continued 
under Mental Deficiency Law in our opinion. 

(b) A Local Health Authority should, in the majority view, be enabled to give 
financial help where necessary in respect of a duly ascertained mental defective 
under the age of 16 years, without placing him under Guardianship. 



8. Occupation Centres 

(a) We consider that no child should be denied the right of training because 
it is excluded from school under the Education Acts ; 

(b) that Local Health Authorities should be required to establish such Occupa- 
tion Centres in their area as may be reasonably expected to meet the need of the 
community whether or not the area of the authority is urban or rural in character ; 

(c) that the evidence submitted by the majority of our members suggests that 
the attendance of a child up to the age of 16 at an Occupation Centre should 
be compulsory, unless in the opinion of the Local Health Authority this is 
inexpedient on the grounds of health, suitability or distance from a Centre ; 

(d) that the parent or guardian of any such child should have a right of appeal 
against the decision of the Local Health Authority ; 

(e) that Local Health Authorities be required to submit proposals for Home 
Teaching Schemes in any area where the establishment of an Occupation Centre 
is considered impracticable, but that such Home Teaching should only be available 
on a voluntary basis. 



9. Hostels ' 

(a) Experience shows that, because of their immaturity, many children notified 
under Section 57 (5) of the Education Act, 1944 need one or two years residential 
training in trades, crafts, agricultural or domestic service as the case may be 
before going out into employment. Local Health Authorities should be required 
to submit proposals for the establishment of Training Hostels. These proposals 
should Drovide for the admission to and maintenance in hostels of educationally 
sub-normal and immature persons up to the age of 18 years, who are at present 
often placed under supervision or admitted to Mental Deficiency Institutions for 
want of other arrangements. In this connection the needs of the following 
classes of persons should not be overlooked : — 

(i) Children leaving school who are mental defectives, but who have no homes 

able to provide the necessary care and control : 

(ii) Defectives able to earn their own living, but in need of residential accom- 
modation and control : 

(iii) Defectives suitable for guardianship until suitable guardians can be 

found : . 

(iv) Defectives on licence from institutions who might also be included, in 
consultation with Hospital Management Committees on a joint-user basis. 

lb) If in the opinion of the Local Health Authority a child should be admitted 
to such a hostel because it needs special care m training, power to enforce its 
admission should be provided, subject to the right of the parent or guardian to 
appeal. 

M Special hostels might, we think, be considered for female defectives, or others 
who need care and protection on the grounds of lack of social efficiency, or because 
of immoral propensities. 

10. Place of Safety (Section 15 (1), Mental Deficiency Act, 1913) 

This in our majority view, is a matter requiring urgent consideration. We think 
that the period of detention should be limited to, say, one month with an exfensI °“ 
upon application to the Board of Control. The evidence of our members clearly 
indicates that despite the wide definition of a place of safety , suitable places 
are often difficult to find, and although we are not unanimous, some consideration 
might, we think, be given to the question of requiring an Institutional authority 



Printed image digitised by the University of Southampton Library Digitisation Unit 



94 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



to admit immediately any defective whose case necessitates the urgent action for 
which this section of the Act provides. Alternatively, the provisions of Sections 20 
and 21 A of the Lunacy Act, 1890, might be a useful guide to any necessary 
amendment of mental deficiency legislation in this respect. 

11. Apprehension of patients absconding (Section 42, Mental Deficiency Act, 1913) 

That the words “ a Place of Safety or in ” be inserted between the words “ If a 

patient in ” and the words “ an institution ” at the beginning of the Section. 

12. Transfer of patients to Guardianship 

Our experience leads us to suggest that if a Hospital Management Committee 
decide that a patient in an institution is suitable for guardianship and propose 
sending that patient under guardianship to the area of a local health authority, the 
Committee should be required to obtain the concurrence of that local health authority 
to the arrangements proposed to be made. 

13. Patients on licence 

We consider that where a Hospital Management Committee place a patient on 
licence, they should notify the appropriate local health authority of the presence in 
their area of the patient on licence. 

14. Residence of Patients under Guardianship 

It is suggested that where a local health authority having a patient under guardian- 
ship propose to place that patient in the area of another local health authority, they 
should notify that other authority of their intention even when the first mentioned 
authority propose to continue supervision of the patient 'themselves, or by the agency 
of some other body. 



HI. ADMINISTRATION 

15. Adjudication of Petitions (Section 6, Mental Deficiency Act, 1913) 

(a) That facilities should be available to the parent or guardian of an alleged 
mental defective for free legal advice and representation to safeguard his interests, 
and should have a right of appeal to the Board of Control. In this connection 
the prescribed period of time allowed for the patient’s removal should be extended. 

( b ) That proviso (a) to subsection (3) of Section 6 of the 1913 Act should be 
amended so that the concluding words read as follows : 

“but consent shall not be deemed to be unreasonably withheld if the 
judicial authority is satisfied that suitable provision will be made by the 
parent or guardian for the care, protection and training of the defective 
and that the consent is withheld with, the bona fide intention of benefiting 
the defective.” 

16. Reconsideration of Cases (Section 11, Mental Deficiency Act, 1913) 

(a) That the visiting Justices might be empowered to discharge the order for 
the detention of a mental defective in an Institution or under Guardianship, if from 
the medical evidence and other information it appears that this would be in the 
patient’s best interests. 

(b) In our opinion it would be in the interests of justice if the procedure on 
reconsideration of cases of patients attaining the age of twenty-one years as laid 
down in Article 101 of the Mental Deficiency Regulations, 1948, were to apply 
in all cases considered, or reconsidered, by the Visiting Justices. 

(c) A number of our members also consider that the quinquennial period of 
reconsideration is too long and should be reduced to three years at the most. 

17. Education Act, 1944 {Section 51 (4)) 

We are concerned that many authorities deal with children notified under 
Section 57 (4) of the Education Act, 1944, under the provisions of the Mental 
Deficiency Acts. Such cases should not, in our view, be so dealt with as a matter 
of course. 
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18. Local Health Authorities 

We (irmly consider that, if at all possible, the framework of mental health 
legislation should be reviewed and so widened as to include all the provisions of 
present Acts of Parliament in one Statute. We think it essential that senior medical 
and administrative staff in mental health services work should be statutorily 
designated having regard to the degree of responsibility undertaken, the complexity 
of ad minis tratihh and the fact that the liberty of the subject is involved. Further, 
we submit that the duties of Local Health Authorities and their officers should be 
re-defined. 



Note 



Members of the staffs of the under-mentioned Local Health Authorities have 
contributed the evidence, observations and recommendations collated herein, 
and unless otherwise stated, the views expressed are those of the majority. 
County Borough Councils County Councils 



iBirminghum. 

Bristol. 

Cardiff. 

Exeter. 

Leeds. 

Ne wcastle-on-Tyne. 

Portsmouth. 

Sheffield. 



Cornwall. 

Dorset. 

Gloucestershire. 

‘Hampshire. 

Shropshire. 

Somerset. 

Staffordshire. 

Wiltshire. 

Worcestershire. 



Examination Of Witnesses 



441. (Chairman): We are very grateful 
to you for offering this evidence. I. gather 
that we have to regard your Association as 

the oldest hands in this business? (Mr. 

Hudd): That may be so. 

442. Would you like to begin by adding 
anything to yottf memorandum or will you 
add it paragraph by paragraph as We go 
over them?— — I think it would be better 
if we put oitr observations paragraph by 
paragraph. 

443. Paragraph 1, Senile Dementia. Here 
the recommendation is that the provisions 
of Section 4 7 of the National Assistance 
Act should be extended. Could you expand 
that? That Section operates purely on 
the certificate of the Medical Officer of 
Health, does it not? — Yes. 

444. And presumably that certificate is 

as it stands undfer the Act an authority to 
incur expenditure? Yes. 

445. Its object is not compulsion of the 

patient? -Yes. 

446. Do you think that unwilling patients 
should be detained on the sole certificate 

of the iMedical .Officer of Health? -We 

felt that this. Section might be extended 
for use in difficult cases of people who f were 
riot prepared to accept treatment and Who 
might bd suitable' in, the first place for, shall 
I say, accommodation lind&r Part III. 
Eventually they edriffi 'tolls to be. dealt With 
litid&r th(e (Luhacy Acts, 'blit I . feel that 
some extension dr Sedtloft 47 might save 
tndse Old people beih'g dealt with under 

30160 



the Lunacy Acts. I do not know whether 
my colleague, Mr. Edwards, would like to 
add anything to that. (Mr. Edwards ): We 
were mostly concerned, Sir, with the provi- 
sion of long-stay annexes. We had thought 
that Section 47 might be extended as we 
suggest here, but the long-stay annexe at 
the moment seems to go a long way to 
answering the problem ; in my county I 
know that three have been established and 
the patients are admitted in many cases 
without certification. It is the certification 
of these old! people .that worries' us. It is 
quite a problem. It is not only in the 
West of England but throughout the whole 
country. 

447. 'What do you meari by “ certificar 
tion ”?— Certification under the Lunacy 
Acts, Section 16, Sir. That is what happens 
in lots of cases. 

448. Yes, but if you provide for com- 
pulsory detention of people by yet another 
procedure finder certification of the Medical 
Officer of Health it is rifevdrthelfesS certifica- 
tion from the point of view of the laW? 

-Very true. At the same time there is, 

in spite of the growing enlightenment of 
public opinion, a certain stigma that still 
attaches' to the Lunacy Acts, and the old 
people are the first to appreciate that. If 
at the same time you want to send them to 
a wdlfard in&lltutloh, uHfortliHately the wel- 
fkre itmitutiori is still, the old poor law 
institution to a great rttfmber of them. 
The' ldhg-Stay annex's, although it is 
attached to tne mdrital hospital, is' a nbw 

A 3 
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thing, and in the minds of the public we do 
not think that it is associated with the 
mental hospital to the same extent, that 
is the point we would like to . press, that 
these long-stay annexes are going quite a 
long way, or -would go a long way if more 
could he provided, to help with this 
problem of old age. They are, if I may 
say so cheap to establish and relatively 
cheap ’to run. You can buy a suitable 
house for, say, £10,000 and the maintenance 
cost is not heavy. We have evidence of 



that. 

449 Are you not in danger of having a 
new kind of indiscriminate home for old 
people -including old people who are 
definitely certifiable and people who are not 
certifiable really but are liable to be 
certified in order to find them accommoda- 
tion 9 Yes, and as an alternative we hope 

that the local health authorities could 
co-operate in psychiatric care in the com- 
munity. ' I do not know that there is any 
other answer. I do not think our members 
can suggest any. 

450. Have you any experience now of the 

geriatric homes provided by Regional 
Hospital Boards? *No, we have none.. 

451. (Mrs. Braddock ): The local authority 

have power by obtaining a magistrate s 
order to take away from home persons 
incapable of looking after themselves who 
have no other people to look after them. 
Do you think with an old person that that 
power is sufficient to meet the need ot 
being able to move somebody who has 
become senile or is completely incapable 
of looking after himself, who may be 
designated mental hut is only a senile case . 
The local authorities can move them ana 
have to obtain the permission of the magis- 
trates to move them, but it is not the same 
procedure and it is not the same formula 
as certification? 1 D 0 you think that would 
meet the need- if there iwas sufficient accom- 
modation to receive these people? (Mr. 

Hudd ) : X rather feel that we -want an 
extension of Section 47. I have not got 
the Section with me, but people dealt witn 
under it must be living in certain conditions, 
insanitary conditions, etc., and my point was 
if that Section could be extended I thin'Jc 
that would be an answer to the situation. 

452. There is no question of certification, 

it is a question of removal? That is 

right. 

45‘3. But the law comes into it because 
the magistrate’s permission has to- be ob- 
tained? There is a length of time given in 
which any relative can make an objection. 
— —Quite. 

454. And you are suggesting that an ex- 
tension of that would be very much pre- 
ferable to certification in order to. -be able 
to move persons who may look as though 
they are mentally incapable of looking after 



themselves but it is purely a senile con- 
dition? Yes. 

455. (Chairman): I have got the Section 
here now and I wonder if you could sug- 
gest what kind of extension you want. At 
present it isi confined to persons who are 

(a) suffering from grave chronic disease or 
being aged, infirm or physically incapaci- 
tated are living in insanitary conditions and 

(b) are unable to devote to themselves and 
are not receiving from other persons proper 
care and attention. How would you extend 

that? ilt is die insanitary conditions that 

worries me. That is one of the tilings that 
has got to occur as I read' it before action 
can be taken under this Section. 

456. (Mrs. Braddock ): It says “or”. 

Would you read the Section again, Mr. 
Chairman. We have not got it. (Chair- 
man): Surely the point is 'this, is it not? 
I-t is not (a) or (b), but (a) and (b). Yes. 

457. Even if they are quite incapable of 
looking after .themselves they must also be 
living in insanitary conditions. —That is 
my point. 

458. (Dr. Rees): These patients are now 
certified under Section 16 of the 'Lunacy 
Act as being of unsound mind, that is the 
usual procedure, is it not?_ Do you think 
it would meet the case if instead of being 
certified as being of unsound 1 mind they 
were certified by a doctor only as suffering 
from mental illness arising from old age? 

Would 1 that carry the same stigma? (Mr. 

Edwards): I do not think we discussed this 
particular point. It is one we had not really 
thought about, and I think perhaps that 
would fee an answer to it. I do not think 
it would carry the same stigma if it were 
done fey the medical practitioner, the 
medical attendant visiting the home of the 
senile patient, provided always of course 
that we could 1 call in a specialist. It is 
not at all times that these sort of people 
are manifestly of unsound mind. 

459. Do you feel the fact that the magis- 
trate is called in to deal with these cases 

adds to the stigma? (Mr. Hudd): I do 

definitely, yes, Sir. We are agreed on that 
point. — (Mr. Edwards ): But we are not 
saying fey that we consider the magistrate 
as a necessary evil or an evil anyway. I 
should not like that to -be thought, because 
there are certain cases where .the magistrate 
is very necessary for .the protection of the 
patieint. 

460. '(Chairman): In what sort of circum- 
stances have you found t-he magistrate’s 

intervention really necessary? 1 oan- give 

you an instance of my own. There was 
an old gentleman living in a country 
village who was -becoming troublesome be- 
cause of the approach of senility. During 
the daytime and particularly at night-time 
he was wandering about. The dooto-r had 
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quite a lot of evidence of unsoundness of 
mind. When I took the magistrate along 
to see him the patient was perfectly 
rational. In fact he talked to the magistrate 
in a perfectly normal way. The doctor’s 
certificate which was given was valueless 
to the magistrate. On the face of it he just 
could not sign an order. The relatives 
in this case were most anxious for the old 
man to go to an institution or a hospital, 
but the magistrate on considering the facts 
•was of quite the opposite view. The doctor 
had somehow or other .to bring < fresh 
evidence before the magistrate, and it was 
only after a long discussion with the family 
and when the fact that the old gentleman 
thought he had a motor car in his bedroom 
was 'brought to light that the doctor’s certifi- 
cate was accepted. It may ibe I think in that 
case that had 1 the doctor given the certificate 
the patient would have been sent away. 
1 think the magistrate should be there in a 
case like that for the protection, of the 
patient. 

461. Although in that -instance the only 
result of the magistrate intervening was a 
certain amount of delay in certification? 
Yes. 

462. 'Which otherwise would have gone 
forward 1 ?— — That is why I say that the 
medical practitioner should in the normal 
way call in the consultant when there is 
any douibt about it. His certificate in this 
case was not particularly strong, but there 
was very definite need for the patient to be 
taken ca-re of in .a mental hospital or in 
a hospital of some sort. 

463. '{Mr. Jackson ): Would it meet that 
need equally well if instead of a justice 
being brought into every case there was a 
right of appeal by the person or his friends 
or relatives to have a justice brought in? 
—{Mr. Hudd ): I would not like to say. 
Putting that point in a different way I have 
found that we have had quite a good 
medical certificate where a patient was 
obviously in need of treatment and the 
magistrate has been called in and he or she 
has not been too happy and the magistrate 
has eventually persuaded the patient to go 
to hospital as a voluntary patient. That is 
where we have found magistrates are very 
helpful in certain respects. We have 
actually had a good certificate and _ the 
magistrate probably knowing the patient, 
living in the same district, has persuaded 
the patient that it would be much better if 
he went on a voluntary basis although the 
doctor and relatives and possibly the mental 
health officer had failed in that respect 
before, because I think you will appreciate. 
Sir, that if people will accept voluntary 
treatment we try our utmost to get them 
to do it and to save certification. 

464. ( Chairman ) : Yes, but I wonder if it 
is true as a general rule that a person is 
more ready to go to an institution as a 

30160 



voluntary patient on the advice of the 
magistrate than on the advice of his own 
medical adviser? The medical adviser ought 
to be in much closer contact with him than 

the magistrate ideally. But in the case: 

I had in mind the magistrate did actually 
know the patient and she — it was a lady 
magistrate — was able to persuade him to- 
ga in and stay in for a considerable time. 
We did feel that the magistrate in that 
particular case had done a very good job 
of work. 

465. '{Mr. Hylton-Foster ): May I come 
back on this? You say that the inter- 
vention of -the magistrate adds to the 
stigma, and that presumably means in the 
mind of the patient and in the mind of the 
patient’s relatives. I am not indicating any 
view about anything, but can you say why? 

If I may say so it is the legal 

formalities. The more people that are 
brought -into the picture to deal with the 
case of mental illness, the more concern I 
think is caused especially to the relatives 
and the general people in the neighbour- 
hood. I feel that the more people who are 
brought into« the picture the worse the 
position becomes for the patient. 

466. It is as it were the heaviness of the 

procedure? That is right, Sir. 

467. (Chairman) : Could yo-u in that con- 
nection tell the Commission — we have not 
had any definite evidence yet on this point 
— what in your experience is the usual pro-- 
cedure when the magistrate is 'brought in? 
The magistrate has the medical certi- 
ficate in 'front of her, or in front of him,, 
and orf the medical evidence, and after- 
having seen the patient the order is made: 
by the magistrate. 

468. Where does -the magistrate see the 

patient usually? At his home. 

469. At his home? Yes, Sir. He sees. 

him in his surroundings, discusses the case 
with his wife or his relative and then makes 
the < order > after carefully studying the 
medical evidence. 

470. ( Sir Cecil Oakes): Could I ask a 
supplementary on that? In what propor- 
tion of cases in your experience is the 
doctor present when the magistrate is there? 

We try to arrange that in all cases, and 

I should say in my particular area that the 
doctor is available to discuss the case with 
the magistrate in over 90 per cent, of the 
cases. -I feel that that i-s the correct way. 
My own feeling is that the magistrate and. 
the doctor should get together. 

471. (Mrs. Adrian): In what proportion 

of cases would magistrates choose to -bring 
their own doctor rather than take the cer- 
tificate of some other doctor? Very few, 

because mo-st of the cases are referred to 
us by the family doctor for certification and 
then the magistrate is 'brought in afterwards. 

A 4 
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Really the majority of cases come to us 
through the family doctor.— (Mr. Edwards): 
We are in effect working the section back to 
front in some places ; in other words it is 
the duty of the magistrate to call a medical 
practitioner, but in point of fact we hear 
first from the medical practitioner And then 
arrange for the attendance of a magistrate. 

472. {Mrs. Braddock ): Yoti say in your 
written statement that the information you 
have leads you to believe that a consider- 
able number of old people are certified m 
order to gain admission to hospital. That 

is fairly widespread, is it? Yes, we could 

instance here, in Somerset 33' per cent, 
people of pensionable age admitted to. men- 
tal hospitals either under certification or as 
voluntary patients. 

473. Have you any information about the 
number of people who are certified for the 
first time after the age of, say, sixty, or 
sixty-five? If a person has had no mental 
illness and then is certified after the age of 
sixty or sixty-five — I prefer the age of sixty, 
but the Ministry take the age of sixty-five— 

that is very important information. 1 

have no information on the number of 
times people have been in hospital, when 
they have been in previously. 

474. That is not referred to when any 
order is made, whether a person has had 
any previous mental illness? — (Mr. Hudcl): 

It is on the statement of particulars of the 
patient if he has been in a mental hospital 
previously. 

475. So that it can be obtained? The 

previous history is on the document that is 
signed by the magistrate. 

476. In your opinion is the lunacy law 

being used to a very large extent because 
there is insufficient accommodation to treat 
people in ordinary hospitals or to get them 
admitted to gn ordinary hospital, particu- 
larly old people? That is more or less 

so. We consider that there is not sufficient 
other accommodation, shall I say. 

477. {Mr. Jackson)-. May I ask a ques- 

tion arising out of this calling in of the 
justice. In effect you make arrangements 
for calling in the justice? Yes. 

478. -How do you decide which justice 
to ask to cortle?^ — We have a list of jus- 
tices for each area and We get hold of the 
first justice who is available. Very often 
it is a difficult matter. The other day 
I had to get in touch with four justices 
before I could get one to Come along to a 
case, so that we cannot pick and choose. 
We have to get the first man Who is avail- 
able. My experience is that the majority of 
our justices afe business men or retired men 
and they ate at times very difficult to get 
hold of. Sometimes we find it is much 
easier to get hold of one particular man 
in orie particular tdWn because he has prob- 
ably riot got so many interest's in other 



directions, but normally we pick our magis- 
trates from the list without, shall l say, 
earmarking any particular magistrate. 

479. {Chairman): From which list? 

The list of .magistrates as supplied to us 
by the Clerk of the Peace. 

480. Yes ; but does that mean the whole 
bench of magistrates or a list of a panel 
which is appointed by the magistrates to 
look after mental health? — -AH magistrates 
qualify to sign Orders under Section 16, 
but we do try and get a magistrate from the 
particular area where the patient resides. 

481. I was on a different point. The 

Macmillan Commission strongly recom- 
mended that the panel should not consist 
of the whole of the magistrates but should 
be a panel of magistrates specially 
appointed for the purpose. In your ex- 
perience that does not happen? 'No. As 

I say, I think I must 'be fair and .say this, 
there are certain people that are more 
easily accessible and probably we would 
go to them first, and they may do the 
majority of cases. 

482. {Mr. Jackson ): I want to follow this 
a shade further, if I may. Do not think 
for a moment il am suggesting any wrong 
practice ; I want to examine what can hap- 
pen. Suppose you found that a particular 
justice or justices in an area were more diffi- 
cult to satisfy and less inclined to sign 
quickly, it would be possible, would it not, 
for your officers to put a private mark 
against that 'justice in the list and see that 
other justices were called in? And there 
would be no apparent cause for that? It 
could 1 be done without it being appreciated 

that it was being done? Quite easily 

that couldi be done, Sir. I. have not ex- 
perienced it. Shall I say, I have not found 
it necessary. 

483. (Mrs. Adrian): There are two 

procedures, under Section 16 and under 
Section 20. At what point and who 
decides vVhat procedure is going to 
be used in a particular case and on 
what grounds? — —In my particular area 
we are usually guided 'by the family doctor. 
The family doctor either gives a certificate 
or says to the mental health officer “ I do 
not feel that I can give a strong certificate 
in this case although I am of the opinion 
that this man or this woman needs treat- 
ment. I feel the right .thing to do would 
be to admit him or her under Section 20.” 
Sometimes the consultant is called in by the 
family doctor but I fnust say in my particu- 
lar area we are guided by the family doctor 
to a great extent. 

484. (Dr. Redd): Is it the fact that some- 
times there is a good deal of delay in being 

able to obtain a magistrate? Yes, Sir, 

that does happen at times. 
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485. Ami really you are very glad to net 

any magistrate? Yes, Sir. 

486. Is it not also the fact that some 
patients are very skilful in concealing their 
delusions? — —111111 has happened. Sir, yes. 

487. And you sometimes find that the 
magistrate comes and cannot elicit delusions 
that th« i doctor elicited? -That has hap- 
pened, Sir. 

48®. What happens then?—— As I say. in 
this particular case 1 instanced just no,w 
the magistrate did not feel that the patient 
at the time that she -was seeing him was 
so ill as the certificate suggested and then 
she worked on the lines of persuading the 
patient to go in on a voluntary ibasis. The 
patient did in fact seem to pull himself 
together in a very short time. Whether 
knowing the magistrate had anything to do 
with it I could not say, bul it did strike 
me that that is what happened. 

489. That not infrequently happens, docs 

it not? It docs at times, I would not 

say frequently but It does happen that the 
doctor has seen the patient a short lime 
before the magistrate and the patient has 
really pulled himself together to a great 
extent. 

490. Have you experienced it yourselves 
that you have taken a patient in under 
Section 20 and you know the patient had 
delusions with the doctor at The first inter- 
view and you possibly had not been able 

to elicit the delusions? Yes, we have 

found that, Sir. Bul we felt that for the 
safety of the patients and the safely of 
others we were justified because as you will 
approc : ale the mental health officer lias 
powers under Section 20 to admit the case 
to hospital. 

491. | Chairman ): Shall we pass to Sec- 

tion 2 of your memorandum. The point 
you make there is quite clear. Yes, Sir. 

492. 1 am not sure how far it is valid in 

law, bul we can look into that. As far 

as m.v experience is concerned it has never 
actually happened, but my colleagues 
brought litis point out at our meeting and 
as far as I can see it could happen. We 
fell we should draw your attention to that 
particular section. 

493. Under Section 72 the person primarily 
concerned in applying for the release 
of a detained paliomt is the person on 
whose petition the order was made, which 
presumably in this ease is the Magistrates’ 
Court, and only if that person is not avail- 
able does the other come in? At least that 
strikes me as an arguable point. 1 do not 
'think it is worth while involving ourselves 
in legal argument, but what I want to ask 
you is whether you think that, even if your 
point is valid, it is undesirable. After all, 
if the Magistrates’ Court has decided to 
treat this person as somebody who is not a 



culprit but ill, then the appropriate pro- 
visions of the law about ill persons come 

into force? {Mr. Edwards): Yes, 'but as 

you say I do not think it is of very great 
moment. At the same time a person may 
be sent to a mental hospital one day by a 
C ourt and the next day the next of kin 
might approach the Medical Superintendent 
and demand the release of the patient and 
ihc -Medical Superintendent has no option 
hut to let him go unless he can give a 
barring certificate on grounds of danger. 

494. Paragraph 3 has two points. 3 (i) is 

quite clear, you want Section 11 to be 
assimilated to Sections 20 and 21 so far 
as extensions are concerned? Yes. 

495. One thing that occurs to me there 
if. this- You have been speaking of the 
difficulty in securing magistrates and of 
magistrates seeing patients in their homes. 
In your experience is it at all a common 
practice to use Section 1 1 to get the person 
of unsound mind into hospital and then 
have him interviewed there by the magis- 
trate within the seven days under Section 

11? -{Mr. Rudd): As a matter of fact 

the urgency order is used very little in my 
county. We usually use 'Section 20 or Sec- 
tion 16, which is certification, and urgency 
orders arc used very little indeed, so I 
have not ihad a loti o-f experience with certi- 
fication under that particular section. 



496. (Dr. Rees): There is one point on 
urgency orders I would like to raise if I 
may, my Lord. Urgency orders at present 
have to he made by the duly authorised 

officer and by the doctor? (Mr. 

Edwards): That is right. 



497. (In, the case of the private patient 
an urgency order is made by the next of 
kin and the doctor. Is there any reason 
why Wealth Service patients could not be 
dealt with in the samp manner as private 
patients?— — {Mr. Hudd.) I can see no ob- 
jection at all, Sir. — (Mr. Edwards): Unless, 
if I may say so, Sir, the local health 
authority will allow its officers to assist the 
relatives to complete the forms. It is rather 
a problem this. 



498. Sometimes it adds to the problem 
of the family doctor, does it not, if the 
relatives say “'I would like this patient to 
go to a mental hospital under an urgency 
order ” and he agrees and then before they 
can do any thing they have to call a third 
person in?-- — Yes. 



499. (Mrs. Adrian): Could I ask a ques- 
tion which I think applies to procedure 
under Section M as well, ils it your ex- 
perience that, in the type of case where the 
duly authorised officer comes in, relatives 
are often rather unwilling to take the 
initiative and to make the application 
because there is a prejudice against putting 
a relative away?— (Mr. Hudd): Yes, we dp 
find fluff. 
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500. You might find that a relative was 
perfectly willing for him to be dealt with 
and not willing to take the initiative and 

apply? That is a fact; we have found 

that.' They do prefer the local health 
authority to take the responsibility, so that 
they cannot be blamed, shall I say. 

501. (Sir Russell Brain): Do you ever 
encounter the opposite difficulty, that, 
where a person has been detained under a 
three-day order which has subsequently 
been extended by the doctor for another 
14 days, the relatives have said that they 
did not realise this was a legal procedure 

being taken? (Personally 3 have never 

experienced it. Sir. — (Mr. Edwards ): I have 
not either. 

502. Do you feel that the procedure 
under (Section 20 should be improved in any 
way when you have to deal, for example, 
with a patient who has become violent at 

home or in a general hospital? (Mr. 

Hudd): (No, we feel that Section 20 is 
pretty foolproof and it can be extended for 
another 14 days. I must’say we find that a 
large percentage of patients admitted under 
Section 20 have been extended under Sec- 
tion 21A and eventually become voluntary 
patients. — (Mr. Edwards ): It is rather diffi- 
cult for me here, as I am not in agreement 
with my Chairman. From a personal point 
of view I think Section 20 of the Lunacy 
Act can place far too much responsibility 
on the authorised officer. These people are 
excellent in a way, I am one of them, but 
we are not qualified consultants, and it does 
mean in effect you have to diagnose mental 
disease. Quite frankly we are administra- 
tive officers, we are not trained medical 
men. That is only my own personal view 
which I thought I ought to give. I, and I 
think a lot of our members, would like to 
see Section 11 extended on the lines of 
Section 20 so 'that the authorised officer has 
the backing of a qualified medical man in 
dealing with some of these cases. It is 
going to make a lot more work for, the 
doctors, but at the same time I do think it 
iwould be helpful. I think it is often too 
much responsibility for a layman. 

503. One other question, and you may 
not want to answer this. Do you feel any 
other accommodation, could be better pro- 
vided for patients under Section 20 than 
observation, wards? — : — I think, Sir — this 
again is a personal view — that the Section 20 
accommodation should be as far away from 
a mental hospital as possible, from the pub- 
lic’s point of view. — (Mr. Hudd): I rather 
agree with that statement. The only Sec- 
tion 20 accommodation we have in oui 
area is in a mental hospital. 

504. You would like it in a general 

hospital if possible? That would be a 

step in the right direction, if I may say 
so. Going back to admission under Sec- 
tion 20, I feel that in my experience when 



we do admit, as my colleague has. pointed 
out, on the responsibility of the duly autho- 
rised officer, we usually have the backing of 
the family doctor, although lit is the autho- 
rised officer’s full responsibility. I feel that 
we are to a certain extent backed up by a 
medical practitioner, although not officially 
backed up because the onus is on the duly 
authorised officer concerned. 

505. (Dr. Rees): In practice do you ever 
send patients in wiithou't calling in the 

doctor? Very often, but it works the 

other way too, the doctor calls us in. 

506. Are you sometimes called in by the 
doctor and then feel you are not justified 

in taking any action? That has 

happened. 

507. Then it is your diagnosis against 

the doctor’s diagnosis? ‘Very often in 

cases like that the doctor is persuaded to 
call in a consultant from the nearest 
mental hospital. 

508. And do you ever differ in opinion 

from the consultant? 1 do not think 

we have, Sir. 

509. (Chairman): Under paragraph 3 (ii) 
you suggest that Section 5 of the Mental 
treatment Act, 1930 should be reviewed. 
What sort of review have you in mind? 

This was raised by a number of our 

members, Sir, and it was a minority of 
the members of our Association. The 
period as you know is for six months in 
the first place and can be extended by 
the Board of. Control. I believe that mem- 
bers concerned felt that that period of six 
months was rather a long period and sug- 
gested that it might be reduced to a shorter 
period than six months. 

510. You think that is the reason why the 
Section has been so little used, that people 
are afraid of committing themselves to six 

months? 1 rather feel that that may be 

the case, but again I have very little 
experience of this Section personally, Sir. 
It is not very often used in our particular 
area. — (Mr. Edwards) : I think this par- 
ticular note was put in the memorandum 
because the members throughout the whole 
of the country were finding that they were 
using this particular Section of the Act 
with less frequency than heretofore, and 
it is not a very happy Section to work, at 
all. There is the question of the volition 
of the patient each time ; the question 
whether the patient has volition or not is 
nearly always a very near thing, a very 
■awkward point, because if the .patient has 
volition he can be persuaded 1 by the doctors 
often to go in as a voluntary patient. We 
just make this .point, -that we should like 
you to consider it and probably in relation 
to representations you have from medical 
persons. 
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511. Then we come to paragraph 4 on 

mental deficiency. Before you go on 

to that may I make a supplementary point 
that has come since we drew up this memo- 
randum, and that is in relation to psycho- 
paths. There are more and more people 
we feel that are going into mental hospitals 
who have come within this group of psycho- 
paths and we feel if this continues special 
accommodation will be necessary for them 
at some time or other. The mental hospital 
in the mind of the public, and I think the 
mind of the public is becoming more 
enlightened, is not so much a prison or a 
place of detention as a hospital, but if 
more and more of these psychopaths -are 
to be admitted to the mental hospitals then 
you are going to turn the mental hospitals 
into some sort of prison ; or at least that 
is the feeling of some of the patients who 
are already there. In fact we have reason 
to believe that a lot of the patients in 
mental hospitals bitterly resent these Court 
cases and the general run of psychopaths 
who come into the mental hospitals, some- 
times to escape, we think, the due process 
of the law. 

512. Are you speaking now of the 
psychopath who has been before the Courts 

on a criminal charge?- 1 am speaking of 

the type of person who will put up the 
plea of a psychopathic personality almost 
amounting to insanity when he feels he is 
in some sort of trouble and will gain 
admission in a voluntary way to a mental 
hospital. Also there is the person who 
is sent to the mental hospital by direction 
of the Court having committed some 
offence, and of course we cannot question 
that The Courts in their wisdom send 
them along and that is that, but we do 
know that the patients in mental hospitals 
do iresent the presence of these people. 
They get the feeling that the hospital is 
being turned into some sort of prison. 

513. I understand that when it is the 
case of somebody being sent to a mental 
hospital by the Court, but do you mean 
that the inmates at some mental hospitals 
otherwise smell a psychopath as soon as 
he gets into the door, and even if he comes 
as a voluntary patient they know he has 

a psychopathic personality? Once these 

people are in hospital they talk in the same 
way as they talk when they are outside. 
It soon gets around. The psychopath will 
make his presence felt. 

514. But there must be in every mental 
hospital plenty of people whose mental 
illness takes the same sort of form as 
what we call, in jargon, a psychopath now. 
Are they so very peculiar among the 

inmates of the mental hospitals? 1 do 

not know, Sir. 



515. (Chairman): You have made the 
point. I do not know whether the Com- 
mission thinks we ought to pursue that 
point at the present moment? — (Dr. 
Thomas): Have your 'Society any view 
about where these psychopaths-' should be 

sent? We have heard; quite a number of 

views. Sir, but we have no- particular view. 

5116. Does that apply also to other con- 
ditions bringing the patient into Court, such 
as sexual offences? What is the view of the 

Association in regard; to that? (Mr. 

Edwards): We have discussed' this particu- 
lar point in a very general way. We feel 
we cannot 'give you any clear picture at all. 
We feel that there is . a relaxation of 
personal responsibility and often family 
responsibility that goes with .it in a lot of 
cases, and that people are using mental 
hospitals whenever they can as a form of 
escape from something or other, escape 
from facing their responsibilities. I have 
some figures here of some interest regarding 
the admissions to mental 1 hospitals over a 
given .period. In my own' county of 
Somerset we had 341 cases of voluntary 
and certified patients who entered for the 
second! or third' time during the year. That 
may have very little relation to this par- 
ticular point you are discussing now, but 
at 'the same time it shows I think that a 
number of .people are going into the mental 
•hospitals who before the 1946 Act probably 
would have had a recurrent mental illness 
in hospital and would have stayed over a 
long periods; now they are having a short 
period in hospital and coming back after 
a second attack that they have had outside. 
But I do not drink that has very much to 
do with this point you are raising about 
psychopaths. 

517. ( Chairman): <1 feel that the psycho- 
path point must be dealt with' by itself. 
If it is within the terms of reference of this 
Commission we shall have to make a 
special enquiry into' it. Before we pass to 
mental deficiency are there any points on 
mental illness (which have not been covered 
which any member of the Commission 
would like to ask a question on?— (Dr. 
Thomas): There is one minor point. In 
relation to 'paragraph 3 (i), was the inten- 
tion of the Association that the original 
urgency order, at present seven days, should 
be made a longer initial period, or do you 
suggest renewing it by medical certificate 
after the period of seven' days has elapsed? 

'Renewing it. — (Mr. Hudd): As is done 

under Sections 20 and 21 A. 

5'1&. (Mr. Hylton-Foster): Have you had 
any trouble in relation to .patients who said 
afterwards that they became of unsound 
mind- only because of drugs which their 
doctors -had given them? What do you do 
if when you go to the house you are in- 
formed of drugs which have been adminis- 
tered to or taken by the patients? What 
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do vou do in any way to communicate with 
the hospital doctor in those cases? What 
is the practice?- — We have before now 
got the family doctor to write a note about 
the case to the medical superintendent at 
the hospital. That has happened in many 
cases, it has been necessary for the family 
doctor to take that actiqn- 

519. The statutory form that you fill up 
contains no space for recording anything 
of the kind by you?— 1 N 0 , Sir. 

520. {Chairman): ShaM we turn now to 
mental deficiency? You are in favour of 
not abolishing the existing classification in 
grades ?— — -No, 'Sir. 

521. But you wish to add a new criterion 
of social inefficiency, is that right?— — That 
is right. 

522. You want to maintain the present 
four classes of defectives although you 
might like the four classes to ‘be somewhat 

differently named? My experience is 

that parents object to their children being 
called imbeciles, etc. We try to call them 
“ backward!” whenever the opportunity 
arises. ' I feel that if we could get rid of the 
terms “idiots”, “imbeciles”, etc., if we 
could have one term that is not so severe, 
shall I say, we might get better cooperation 
from parents in accepting the position. We 
suggest “ low, medium or high grade I 
felt that would' be better Sian “idiot”. 
“ imbecile ”, " feeble-minded 

523. Would yon rather be called a tow- 
grade individual than an idiot? —1 do not 
know that I woyld, Sir, but we do feel, and 
I 'thinjk my colleague wild agree with hie, 
that parents do not "like their children to be 
called imbeciles. We find that in the field 
when we have to take initial proceedings, 
arid although •’^ye are not unanimous on this 
point as. a Society we did feel that we 
should suggest that the present classifica- 
tions should" <bf changed to make them not 
so severe. I do not know whether the 
Commission ^vill feel that that is practicable. 

524. I see the point, but now we must 
come on to this question of social in- 
efficiency. What meaning do you attach in 
your mind to "social inefficiency”? — ; — 
That is the high-grade feeble minded girl 
or person- who gets into trouble, and- we 
wonder if it would! be' possible to say that 
she is socially inefficient. -I do not kno-w 
whether that is the correct term- to use but 
we put that forward for your consideration. 
—(Mr. Edwards ): What we consider in this 
case, if I may say so, is that there is a 
tendency in assessing the mentality of 
children, and adults too, as .regards mental 
deficiency to depend far too much upon 
their educational ability, or to put too 
much stress upon their educational talents ; 
it is after all" the social efficiency of the 
person which counts. Vou are dealing with 



a mental defective because he is a social 
problem not because he is an educational 
problem. 

525 I am not very fond of intelligence 
quotients hut at least i do know wha't they 
are trying to measure and when you say 
social inefficiency 5 do not know what 
you are trying to measure. It is not m 
contrast to the I,Q., that a person is 
socially inefficient, it is in contrast to the 

moral defectives, is it not?- (Mr. Hudd.) 

I think -that is the answer, Sir, yes .—{Mr. 
Edwards): Moral defective seems to be 
quite a meaningless term. 

526. Let me put a question to you about 
social inefficiency. The most socially in- 
efficient person I can think of is an habi- 
tual criminal. Do you want to give power 
to certify every habitual criminal as a 

mental defective? No, Sir, although I 

quite agree on that argument one prob- 
ably could make them certifiable if we 
press this question of social inefficiency to 
its limit. Every mental defective is not 
a criminal nor by the same argument can 
every criminal be a mental defective, but 
the social inefficiency relates I think chiefly 
to lack of ordinary common sense, ordin- 
ary wisdom in one’s management of day 
to day plans and it is on that that yvp 
think the defective should be certified, not 
because he can score this, tha't or the 
other in tests of educational ability. 

527. Of course it depends what your 

standard of every day efficiency is? 

Yesi in the country we Have very definite 
standards such as striking matches beside 
hay-stacjcs and that sort of thing. In the 
towns it is probably very different. 

528. (Chairman): Or leaving litter in a 
public place? Would any other members 
of the Commission like to ask a question 
on paragraph 4? — (Dr. Thomas): I would 
like to pursue this a little further. I want 
to refer to this, paragraph you have got 
here 

“A principle which appeals to us 
is that social inefficiency rather than 
educational sub-normality should be 
more clearly shown as the factor upon 
which clinical, evidence of mental de- 
ficiency is founded.” 

Are you satisfied that the evidence that 
is produced for you is based on educa- 
tional sub-normality? Is it not the case 
that educational sub-normality is produced 
as’ a symptom of social inefficiency and 
that actually social " inefficiency is the 

criterion now taken? It is true that it 

should' Ibe, -but we are not satisfied that 
it ‘is in all cases and in all parts of the 
country. It did seem to us when we talked 
of this in Committee that a directive, say, 
from one of the Government Departments 
or a view of the Royal Commission itself 
on these lines would be quite effective. We 
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are not suggesting for a moment that the 
Act needs to be altered in that particular 
respect. 

539. The Chairman has pointed out the 
danger of not having specific pin-point 
facts to relate to. . It is very necessary in 
ihe case of depriving people of their free- 
dom that facts ‘that can Ibe established are 
produced. Mr. Hudd mentioned the case 
of the higher grade girl, for instance, and 
the biggest difficulty of social failure that 
we meet in fact is the matter of illegiti- 
mate pregnancy and so on. You have fo 
be very careful if you make a suggestion 
of social inefficiency here, because it 
throws the whole field of prostitution wide 
open for interpreting as mental deficiency. 
Have you any views on that? - ■ ( Mr. 
Hudd): lAs you will notice from our 
.memorandum, all these views were not 
unanimous, .but it is tf\e feeling of our 
Society that you have to prove the patient 
to be feeble-minded in the first' place if 
you are going' to certify her in addition 
to her being socially inefficient. I think 
That that is one of the other factors in 
the case. We must prove feeble-minded- 
ness first before we .can certify a particular 
person under the Act. On. Dr. Thomas’s 
point there, it is one of our problems, 
the high grade feeble-minded girl which 
we express as socially inefficient, but 
whether that is the correct term by which 
to express it I am not sure, in view of Dr. 
Thomas’s remarks. 

530. {Sir Russell Brain ) : Could I ask 

whether you feel i,t is still necessary to re- 
tain a classification at all? (Mr. Hudd): 

We felt that that ■yvas a substitution for 
the present ‘ classification. I do not know 
whether it is real'ly necessary, whether we 
could get one term to c.pver the various 
grades- I leave that for open discussion. 
As J say, from my experience in the field 
parents, do not like 'the terms “ imbeciles ” 
and ‘‘ idiots ”, That is taken from my 
experience and I believe my colleague has 
found the same.— (Mr. Edwards): That is 
true, but I think im the present slate of the 
health services where you have got the 
Medical Superintendent of the hospital ex- 
pecting a patient, it Is up to the local health 
authority to provide him with the sort of 
patient that he is expecting and you have 
to. classify them' one way or the other ; I 
think that is the chief value of it. 

531. But that is for medical purposes, is 

it. not? I wondered whether you felt it was 
still necessary to .retain a legal differentia- 
tion? We have no strong opinion on 

that. 

532.. With regard to the moral defective, 
assuming that to be a person who has in- 
complete development of mind, who is 
abnormal in behaviour -hut not in intelli- 
gence, would it simplify matters if that 



category were dealt with with the psycho- 
pathic people rather than with the feeble- 
minded as at present? — ; — Yes, it would Sir 
I think. 

533. {Chairman): Shall we pass to para- 
graph 5, Voluntary Admissions. What do 
you mean in the fourth line Of that para- 
graph by “ on a voluntary basis ’*? Does 
that mean that adult defectives as well as 
children could be detained on the request 
of their parents, or does it mean that adults 
could be detained on their own application? 

iMr. Hudd): At the present time under 

Section 3 the defective is admitted on appli- 
cation made by his parent or guardian if he 
is under the age of 21 years, but there is 
as you know, Sir, no voluntary treatment 
other than Section 3, and that is not 
voluntary treatment as I read it. That is on 
an application made by the parents and 
whether it would be possible to admit de- 
fectives to mental deficiency hospitals on a 
voluntary basis or not I do not know, Sir, 
nor whether they would be able to express 
their willingness to go. 

534. When you say defectives you mean 

adult defectives? Yes. 

535. Not children? -The point that was 

brought out ait our meeting was whether it 
would be possible to admit adult defectives 
on a voluntary basis on more or less the 
same lines as mentally ill patients. It is a 
problem,' I appreciate, but it is a point that 
we thought we would bring out for your 
consideration. 

53'6. Thep your second point there is the 
cost of obtaining these certificates. Do you 

mean certificates of mental deficiency? 

This is in connection with Section 3. In 
our particular county we overcome that 
difficulty : by getting these certificates from 
medical officers of the local health authority 
after consultation with the family doctor, 
blit it seems to me there is no cover for the 
local health authority to pay for certificates 
when given in connection with 'Section 3. I 
think that is the point. 

537. I appreciate that point now, and wc 
can look into that. Then on the next 
section, of paragraph 5, I am not clear wha-t 
you mean here. Ministry of Health 
'Circular 5/52 does not confer any power of 
detention?- — No- 

538. And later on you say that provision 
for permanent voluntary care and pro- 
tection is much needed. What do you mean 

by permanent”? We have found 

Circular 5/52 has been a great help to local 
authorities. We have helped parents, when 
the mother has gone into hospital and had 
a 'baby, or had treatment, and this circular 
has been a very great help to all con- 
cerned, but the circular as it stands at the 
moment only lasts for a maximum period 
of two months, and very often that period 
is not long enough to get over the particular 
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type of case. The mother may be ill for 
three months or four months, and it may be 
that at the end of two months the Medical 
Superintendent tells us that we must do 
something about the case. You either have 
to taJce the patient away or you may have 
to apply for a permanent bed, and it may 
be that we have to certify a case whereas 
had we ibeen alble to take a patient in for 
six months he could have gone home with- 
out certification. That is my point there, 
Sir. 

539. Yes, I see now. Permanent means 
unlimited?— — That is right. Sir. I feel that 
it would save certification in certain cases. 

' 540. (Sir Cecil Oakes ) : Really you have 
’ in mind the same principle as in Section 
. 21 of the Lunacy Act, have you not? The 
renewal of the order for another period 

might quite often meet the case? It 

might, yes, 'but of course as I say we have 
two months in this case in the first instance 
Tso the period is absolutely different. 

V 541. The periods are quite different but 

' ; it is the same principle? 1 feel in certain 

circumstances if this period could be ex- 
tended then we might overcome pur diffi- 
culties in another three months, whereas 
at the present time we would probably have 
to oertify the boy. My strong p'oint is that 
we may save certification, 

542. (Mrs. Braddock): It is the hard and 

fast two months that is the difficulty? 

Yes. 

543. (Mrs. Adrian): That is there because 
you cannot leave an uncertified patient in a 
hospital for certified patients for more than 
two months? — —It is for his protection 
certainly. There are no legal formalities at 
ail. 

544. (Chairman): The very fact that there 
are not any legal formalities is the reason 
why you cannot keep them more than the 
two months? — — That is so. 

545. (Dr. Thomas): Would you then 

suggest that there should be some sort of 
proviso for reviewing the detention of the 
patient who is to remain, the child or the 
adolescent, so that he is not unduly de- 
tained? In other words there is a danger 
that the person in hospital is outside the 
care of the law? Yes. 

546. Would you then suggest that they 

be seen by the magistrate? No. I suggest 

that if possible Circular 5/52 should be 
extended. I think you would have to 
treat every case on its merits. I 

think the local health authority would 
have to say, for example, “The mother 
is still in hospital, but I think in 
three months we shall be able to sort this 
out.” Whether the Board of Control would 
agree to detention up to six months with- 
out any legal formality I am not in a 
position to say. 

547. You did not really envisage that this 
voluntary state should go on permanently? 



Not absolutely permanently, but for a 

longer period. 

548. (Sir Cecil Oakes): An extended 

voluntary period? Yes. 

549. (Chairman): In your paragraph 6, 

on both sub-paragraph (a) and (b) I should 
like to know exactly what the point is. I 
am .not clear on it. What is the point on 
(«)?’ (Mr. Edwards): Under '(a) of para- 

graph 6, at the present time evidence is 
given to the Courts by a medical practi- 
tioner, not necessarily a specialist in mental 
illness, .and the Courts make an order under 
Section >8 of the Mental Deficiency Act 
upon the evidence of one doctor alone. 
The view has been expressed by quite a 
number of members of our Society that 
the magistrates would really like to have 
two medical people giving evidence and also 
giving certificates. They point out that when 
we come before them as petitioning officers 
for certification of the patient, the certificates 
of two doctors are given. That is what the 
point was there, that they think that many 
magistrates feel that they work on the evi- 
dence of one doctor alone when they would 
prefer two. 

550. I see. .And if I may take it one 

stage further one of the doctors at least 
should be a specialist in the work. 

551. .Do you think that it is desirable 
for a Court, having been satisfied that the 
culprit is mentally deficient, to decide in 
what way he should be dealt with, or do 
you think it is perhaps desirable that the 
Court should merely refer the question of 
his treatment to the local health authority? 

it is rather a difficult point to answer, 

but 1 think if the Court are satisfied on 
the best evidence that is available they will 
come to the right conclusion, in other 
words the specialist medical officer giving 
a certificate at the same time will intimate 
the type of treatment which is in the best 
interest of the patient. As the thing stands, 
if 'I may say so, it seems to us that the 
Courts are probably not getting the best 
evidence that is available. 

552. (Mrs. Adrian): 'How far do you 

think it is more and more becoming .the 
practice for a consultant in mental defi- 
ciency to be called in by the Court? It 
is certainly the practice in some Courts. 
In my county, for instance, it is usually a 
consultant in mental deficiency who gives 
the evidence in Court— (Chairman) : Or if 
there is no such officer the consultant from 
a Regional Hospital Board? That is so. 

553. {Mr. Hylton-Foster): When you say 
that, you would be thinking of the magis- 
trates in the ordinary way. I suppose a 
difficulty would arise, would it not, at 
Assizes in the sense that the time factor is 
such that when the case comes up there is 
no opportunity for the judge to defer the 
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matter and have a specialist called in, and 
he depends on the prison doctor. There 
is the same .problem at Quarter Sessions. 
— (Mrs. Adrian ): The Magistrates’ Court 
could have asked thait information should 
be given to the trial court. They do not 

always do it, but it could be done. 

In the majority of cases the patient is seen 
before the Petty Sessional Court. _ The 
justices of course will call for additional 
medical evidence if they feel it is neces- 
sary. 

554 {Chairman): I do see a difficulty 
here. When you come to the Petty Ses- 
sional Court it may not be at all easy to 
adjourn every case before conviction for 
expert psychiatric evidence, or your expert 
psychiatrist would be doing very little else 

in some areas. {Mr. Hudd ): There are 

certain cases that come before the Court 
already known to the local health authority, 
who .may even be under statutory super- 
vision ; we often pick them up. Then it is 
possible for the local health authority to 
arrange for the doctor to attend the Court 
and the Court may make a decision straight 
away, but of course if a person comes 
before the Court and they are doubtful as 
to his mental condition, the local health 
authority cannot help them at all. He is 
usually remanded for a further period so 
that we oan produce medical evidence. But 
I feel that as we have to present two 
medical certificates with a petition and one 
of the doctors has to be approved by the 
local health authority or the Ministry of 
Health, we should adopt the same pro- 
cedure if the Court is going to make the 
order because, as it appears to me, the 
Court simply takes the place of the judicial 
authority. As you know we have a judicial 
authority when we present our petitions 
under the Mental Deficiency Act. 

555. (Sir Cecil Oakes ) : Would it be your 
view that it would be generally wise for 
the Courts in cases of this character not 
themselves to make an order, whether they 
have two doctors, or not, but as a general 
practice to ask the local authority to deal 
with it, to direct a petition? — —{Mr. 
Edwards ): Yes .—\\Mr. Hudd): They may 
already in certain instances, but then if for 
instance, we will say, the parents are against 
an order 'being made, sometimes it is very 
difficult for the local health authority. 
They have to prove, for example, that a 
boy is neglected. Neglected is a word that 
is interpreted' very very differently, we find, 
and if the parents have legal representation 
we may find it difficult to persuade the 
magistrate that the boy is neglected. We 
have to prove that, if the parents are 
unwilling for him to be dealt with, but 
if the Court makes the order then, as I 
see it, the parents have to accept the posi- 
tion. They have no appeal against the 
Court’s decision. But I would agree that 
what you suggest would be the best way 



provided the parents felt that it was the 
best way of dealing with the boy. How- 
ever, you have always to face up to having 
to deal with difficult parents. 

556. Yes, but that is an inherent difficulty 
in every case. It is essential that the 
judicial authority should be satisfied in all 
cases that it is proper to deal 1 with the case 
even though the parents do not agree. 
Would you not think that the procedure 
by the judicial authority was more likely 
to result in a more careful consideration 
than if it were done in Court during the 

process of criminal proceedings? Yes, 

I think you are right there. Sir, yes. 

557. (Dr. Thomas): ■ Do you find in prac- 
tice any variation in the difficulty of ob- 
taining an order in relation to whether the 
patient has been convicted of an offence or 

not? They must be convicted before the 

Court ; if the Court direct the local health 
authority to present a petition, I think the 
charge must have 'been proved. 

558. If they themselves make the order 

they may do that prior to conviction, may 
they not? Yes, they can do that. 

55'9. Does that give any difficulty? 

No. 

560. (Chairman): May we pass now to 
(/A? Could you explain the point there? 

Again I am not clear about the point. 

(Mr. Edwards): The present position is 
that this particular 'Section of the Mental 
Deficiency Act does not provide for dealing 
with a young person. A child or an adult 
is provided for, but not a young person. 

561. (Mrs. Adrian ): I think it has never 
been cleared up as to whether it is legal, 
but it has been held that a young person 
can ibe dealt with under this Section by 
virtue of the provisions of Section 108 (3) 
of the Children and Young Persons Act, 
1933. It is rather a complicated point. It 
says : — 

“ References in any Act or other 
document to- reformatory schools or in- 
dustrial schools and to youthful 
offenders and children sent thereto or 
detained therein shall be construed as 
including reference to approved schools 
and to children and young .persons sent 
thereto.” 

I do not think it is clear, 'but I think it 
is done and I do not think the (Board of 

Control has ever questioned it. -That is 

so. The Board of Control have never ques- 
tioned it in spite of a directive from the 
Home Office that these people shall not be 
dealt with. 

562. ( Chairman): We will take note of 
thait point as a legal point which needs -clear- 
ing up. We will pass now to paragraph 7. 
You suggest that the statutory provisions 
covering the whole system of supervision 
should be swept away, because it is now 
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covered by Section 38 of the [National 
Health Service Act; does that mean that 
you think that voluntary supervision ‘is 
better administered iby the .National Assist- 
ance Board than by the local authority? 
'With respect, Sir, after-care is adminis- 
tered by the local health authorities, and 
we 'base o,ur recommendation on this fact, 
that a mental defective, having been de- 
certified, is no longer a mental defective 
within the meaning of the Act and should 
be completely free of it. After all, you 
.have cleared them of mental defect as 
such ; they may need after-care — well, pro- 
vide after-care, do not provide something 
under the Mental ‘Deficiency Acts from 
which you have freed them. 

563. But is voluntary supervision con- 
fined to after-care? Surely not? Of 

course, there are very many, not only after- 
care associations, but other associations for 
mental welfare who could very well take 
on this work when it is needed, but I think 
in the statutory sense voluntary supervision 
under the Mental Deficiency Acts should 
go. 

564. (Dr. Rees): Is not voluntary super- 

vision sometimes carried opt by the local 
authorities?' It is, Sir, yes. 

565. (Sir Cecil 'Oakes) : I am not quite 
clear, Mr. Edwards ; you say, “ in the statu- 
tory sense, it should go ”. Has it any 

Statutory sense, voluntary supervision? 

It has, yes, Sir, I think, in Section 30 of 
the Mental Deficiency Act which refers to 
supervision ; it is a term which has grown 
up. 

566. Yes, but voluntary supervision is not 

a statutory term. All I would say, Sir, 

i$ that the term persists, not only in the 
West of England but throughout, I under- 
stand, the whole of the country! 

567. Because the word “supervision” is 
used, you regard voluntary supervision as a 

statutory matter? Yes .—(Mr. Hudd) : 

We are always asked, when a patient is dis- 
charged, if the local health authority could 
give friendly observation or friendly super- 
vision, and now that they have been freed 
from the Mental Deficiency Acts the point 
is, should the local health authority con- 
tinue to keep in touch on the mental de- 
ficiency side, or could it be done outside 
the mental health section.— (Mr. Edwards): 
We can assure you that there are many 
authorities who have compendious lists of 
voluntary patients, patients under voluntary 
supervision, who are in fact statutorily 
ascertained mental defectives, for whom this 
sort .of supervision is provided. 

568. Yes, I follow what you mean ; you 

mean those who are statutorily ascertained 
but are not subject to be dealt with in 
technical language? Yes. 

569. (Chairman): But you are not sug- 
gesting that mental defectives who do not 



need to be in an institution should not be 
statutorily ascertained?- — No, we are not 
suggesting that at all. 

570. Then the point I think merely comes 

down to a question of drafting, whether 
Section 28 is likely to cover the variety of 
supervision schemes under the Mental De- 
ficiency Abbs. We can 1 look into that. In 
the first part of your paragraph you recom- 
mend that for patients under statutory 
supervision the local health authority 
should be obliged to review the cases at 
certain statutory intervals? Yes. 

571. Have you any ideas as to what the 

intervals should be? We are suggesting 

here, Sir, an annual review, which would 
be an administrative matter chiefly but at 
least it would ensure that each case was 
being considered. We have in mind that 
throughout the country many local health 
authorities are administering the Mental 
Deficiency Acts in a very half-hearted 
way; some are doing their job valiantly, 
but, as I say, many are not doing it 
as we think it should be done- We do 
not put this paragraph in with any sense of 
smugness at all, because some of us are 
doing this now, bqt it is a fact that if these 
people are notified to the local health 
authority fo-r supervision' there should he 
some provision for the supervision, and for 
the cases to be reviewed and taken off 
siupemsiop when the supervision has met 
with some success. 

572. I do not know whether this is the 
appropriate place to raise a question which 
is not directly, raised by your evidence, why 
guardianship i-s not more frequently usedl 
- — I 'think every local health authority 
should; implement a guardianship scheme. 
By this means they are saving, or could 
save, hundreds of hospital beds throughout 
the whole country, if they were doing the 
job properly. 

573. But why do they not? We do not 

know, Sir. 

574. What are the difficulties in the way? 
——There are no difficulties, as I see it, 
Sir.. — (Mr. Hudd): The only difficulties that 
do arise, Sir, are for the defectives under 
the age of 16. The local health authority 
have to be responsible financially for guar- 
dianship cases, because the National Assist- 
ance Board do not make a grant till a 
defective reaches the age of 16. But I do 
not see why trhat should stop local health 
authorities from placing cases under guarr 
dianship, because we appreciate that the 
parents want financial help, and if the 
local health authority can retain the defec- 
tive in his own home by giving him finan- 
cial support then I think that is the right 
thing to do. ; because it does save a. valuable 
bed in a hospital and, as you know, the 
waiting lists are terrific these days. I feel 
that guardianship should be carried out by 
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the local health authority to the fullest 
extent — and 1 think it is done in my par- 
ticular county .and possibly in Somerset. 
We take every step we can to place a de- 
fective under guardianship, if it is at all 
possible. — (Mr. Edwards ): We feel. Sir, that 
with guardianship the local health authority 
is sharing in a problem which should not 
be confined only to mental deficiency hos- 
pitals, because we feel that the mental 
defective has got to be lived with and we 
have got to live with him, and we 
should be able to plan some sort of scheme 
to keep him in tihe community, only send- 
ing the more difficult types to the mental 
deficiency hospitals for training. 

575. If you say to a County Council: 

“ There are several ways of dealing with 
mental defectives, and it is entirely for you 
to say whether those ways which involve 
you in expenditure should be adopted,” the 
result seems to be inevitable? — {Mrs. 
Adrian): When local authorities had to pay 
both for their cases under guardianship and 
their cases in institutions before the 
National ’Health Service Act, did they use 
guardianship any more then? Has there 
been a decrease in the use of guardian- 
ship? In some cases there has 'been an 

increase in guardianship. 

576. Before the National Health Service 
Act it was to the financial advantage of 
the local health authority to use guardian- 
ship, because they paid in 'both instances? 

The local health authority provided 

institutional accommodation before the new 
Act came in, and they had to pay for it, 
it is true. 

5 77. I would also like to ask on that 
whether the difficulty of finding suitable 
people willing to undertake the responsi- 
bility of guardianship is a difficulty, unless 
you' have a well organised guardianship 
scheme which snowballs and you gradually 

get a group of guardians? (Mr. Hudd): 

That is a great difficulty in my particular 
county, although we usually use guardian- 
ship with relatives. When the defective is 
at home with his mother and father, an 
aunt or someone like that, then we find it 
easy, tout if we pick up a defective who has 
no parents or relatives , to look after him, 
then we find great difficulty in finding a 
suitable guardian. 

578. < Sir Cecil Oakes): Is that difficulty 
greater now than it was a few years ago. 

do you think? 1 should say it was, Sir, 

yes. We find that more mothers go out to 
work these days, and generally the home 
conditions are not so good as they were 
before the war. 

579. (£>r. thomas ): Do you feel that if 
guardianship were more fully developed it 
would make a substantial contribution to- 
wards the grave shortage of mental de- 
ficiency institution beds? - : *( M r. 
Edwards ): We do. Sir, yes. 



580. (Chairman): In paragraph 7 ( b ) you 
indicate that you doubt whether local autho- 
rities would be able to place a sufficient 
number of. defectives under guardianship, 
and you wish them to have the power to 
contribute to the maintenance of defectives 
not under guardianship.— — {Mr. Hudd): 
This is again to save certification. 
Guardianship means certification, so that 
we have to go through the same procedure 
as we do in admitting a case to hospital. 
My point here is that if local authorities 
were empowered to help parents whose de- 
fectives are under .statutory supervision, 
then we again save certification. 

581. Is there any real reason why placing 
a child under guardianship should involve 

certification? -To place a child under 

guardianship, you must certify him. 

582. I know you must under the present 
law.—; — I do not see any need for it, Sir, 
that is why I say I think we could deal 
with these cases when they are once placed 
under supervision. I would like to help 
them financially from that point, but we 
cannot do it at the moment as local health 
authorities, because we have no power. 

583. How did this rather curious situa- 
tion arise, that guardianship involves certi- 
fication, whereas placing a child in a hos- 
pital does .not? (Mr. Edwards): One 
must have a certain power of detention 
and a power of protection. Guardianship 
provides or should provide as much pro- 
tection for patients as does institutional 
care. 

584. (Sir Cecil Oakes): Was it not really 
because guardianship was originally con- 
templated as removing the child from its 
own home? It was not until the Act had 
been operating a good many years that 
guardianship orders were made under their 
own parents? Tt was contemplated that 
they should be removed frofti their own 
homes to other people’s care?- — Yes. 

585. (Mrs. Adrian ): Is it not also that it 

goes on beyond the age of 21? In some 

cases, yes. 

58b. (Chairman): But what is the period 
of guardianship? — “It is indefinite in the 
same way as any other order made under 
Section 6 of the Mental Deficiency Act.— 
(Mr. Hudd): The same as the institution 
order. 

587. On paragraph 7 ( b ), have you any 
views about whether the local health autho- 
rity or the National Assistance Board is 
the better authority to be responsible for 

making grants to mental defectives? 

(Mr. Edwards): I think as a general rule 
we are ail agreed that the National Assist- 
ance Board are the authority to make 
financial provision. In most parts of the 
country there is a very happy working re- 
lationship between the local health authori- 
ties and the Assistance Board, but the 
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Assistance Board are put in the unhappy 
position of not ibeing able to help a child 
unless it happens to be helping the child’s 
parents financially. That is one of the 
reasons why the recommendations in para- 
graph 7 (i b ) were put in. I think you will 
find that with most local health authorities 
a child under guardianship is assisted finan- 
cially by the local health authority, but 
it means that an order has had to 'be made 
in order to do that. 

588. (Mrs. Braddock ): But they are 

eligible for help from the National Assist- 
ance Board after the age of 16?— After 
16, they have an entitlement of their own. 

589. Even though the Board are not 

assisting the child’s family? That is so. 

590. (Chairman): It has been suggested 

to me, I do not know with what force, that 
the National Assistance Board, in the case 
of an adult defective, is not able to make 
any payments except to the defective him- 
self ; in other words, for lodgings they have 
no power to pay the rent direct to the 
landlord, they must pay it through the 
mental defective, and it very often means 
that the landlord never gets it. In prac- 

tice that difficulty is got over, Sir, by the 
appointment of an agent, and the officer 
of the local health authority or the guardian 
of the patient is appointed agent. 

591. Yes, but if the patient has no 

guardian? Then, of course a guardian- 

ship order would be made, Sir. 

592. No, I was talking quite generally, 
about the National Assistance Board versus 
local health authorities as the agent for 
assistance to mental defectives. I was ask- 
ing whether you thought it was desirable 
that the National Assistance Board should 
be responsible for ail maintenance payments 
to defectives over the age of 16, except 

those under guardianship? 1 should say, 

no — but I should like time to think about 
that. But I think it is not desirable for 
the Assistance Board to be paying a sum 
of money to an ascertained defective. If 
he really should be under some sort of care 
and protection it seems wrong that he 
should be in a position to receive State 
funds and do just as he likes with them. 
But it seems to me that perhaps someone 
is not doing his job, if that state of affairs 
does arise.— -{Mr. Hudd): But we do work 
very closely with the National Assistance 
Board officers in connection with these 
cases, where they are making grants. We 
have a very close liaison with them, and the 
mental health officer visits in addition to 
the National Assistance Board officer. 

593. We come now to paragraph -8, 
Occupation Centres. I think the only thing 
I have got to ask you there is, do you 
really think that that proposal is practic- 
able?-^ — It is going to be extremely diffi- 
cult, Sir, to start off with in a county like 



mine. We have four occupation centres 
at the present time and we have to bring 
defectives into them from a very wide area. 
But there are quite a number of defectives, 
at present who are not getting the training, 
that is desirable for them, and as I see the 
position there is no definite onus placed' on 
the local authority at present that they 
should provide occupation centres — it says 
“occupation and training”, I believe, in 
Section 30 of the Act, Sir. — (Mr. Edwards ): 
We should like the iRoyal Commission to. 
accept in principle our view that no> child 
should be denied the right of training. 

594. Does that mean up to the present 

compulsory school leaving age? Yes. 

595. (Sir Cecil Oakes): And beyond, do 

you not mean, too? And beyond, yes, 

but certainly up to school leaving age. — 
(Mr. Hudd): I think we can only suggest 
up to school leaving age, Sir. 

596. (Chairman): What is the present 
position, if a child is notified under Section 
57 (3) of the Education Act to the local 

health authority, what happens to him? 

(Mr. Edwards): In a rural area at any rate 
in many cases the child is just left at home 
to be a burden not only to himself but to 
the whole family, with the result that it 
goes on year after year becoming an increas- 
ing burden and eventually gets past any 
chance of community care at all, and has to 
be admitted to a mental deficiency institution. 
Our contention is that if suitable provision 
for occupation centres were made through- 
out the whole of the country, wherever 
practicable, you would save an enormous, 
number of admissions to mental deficiency 
hospitals. That is being proved in my 
own county, and I know it is being done 
in Leeds, in Bristol, and in Birmingham, 
where they are keeping these defectives and 
are training them on a day to day basis ; 
they get a sense of normality like their 
brothers and sisters who are going to school, 
and they eventually turn into little citizens 
who at least can have some sort of share 
in the community life, and of whom the 
parents themselves need never feel ashamed. 
And we think that the local health authority 
have a considerable part to play in this. 

597. Are you thinking now of the 

imbecile? Only of the trainable 

imbeciles and the rather low grade feeble- 
minded. Most feeble-minded of course con- 
tinue at school under the present education 
system ; they are now termed “ educa- 
tionally subnormal 

598. Yes, the point is perfectly clear. On 
paragraph 9, (Hostel's. Here again this is 

a continued education scheme, is it not? 

(Mr. Hudcl): Mainly for children who are 
reported under Section 57 (5) on leaving, 
school. 

599. What I am a little puzzled about 
is your sub-paragraph 9 (b). You are trying 
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so far as possible to avoid certification, but 
you are now proposing that where neces- 
sary hostels should have power to detain. 
Do you gain very much by detaining in a 

hostel rather than in an institution? 

(Mr. Edwards) : It seems to us, Sir, that the 
defective as such must be protected, and 
of course the rights of the individual and 
the parents must also he safeguarded ; we 
see no way out of it at all, some power 
must be given, whether you call it certifica- 
tion or power of detention, whatever you 
call it. 

600. {Mr. Jackson): On your paragraph 
9 {c), it seems to me to) /be opening this 
very wide, if you are going to have a special 
hostel for female defectives or others who 
need care and. protection, on the grounds 
of lack of social efficiency or because oif 

immoral propensities. You would have 

to give a very wide measure of discretion to 
the local health authorities concerned in the 
establishment of such hostels, and the 
persons whom they would allow to be 
admitted there. 

601. Is the care and protection here 
meant in 'the sense of care and protection 
cases coming from a Juvenile Court, or is 

it not used as a term of art here? -Not 

necessarily. We should hope to admit a 
few 'before they reached the Courts. 

602. I cannot quite envisage what this 
hostel would he, what kind of cases' you 
would have in it, and on what grounds? 

Voluntary? Yes, to a large extent. If 

the present Acts remain in force we could 
also use them as places of safety. 

603. (Sir Cecil Oakes) : But I gather from 
the whole of this paragraph 9 that you want 
them removed from treatment under the 
Mental Deficiency Act and taken under the 

National Health Service Act? That is so, 

Sir, in general principle, but that does not 
seem to me to preclude the building being 
listed as a place of safety. 

604. (Dr. Thomas): Quite a number of 
the children coming to this kind of hostel 

would come from the E.SjN. schools? 

Yes. 

605. 'Do you not think that possibly the 
better way of tackling this problem might 
be to continue their education' up to the 

age of 18 years? Yes, Sir, we are 

definitely of that opinion. 

'606. In other Words, we should not 

change horses at the age of 16 years? 

Quite. — (Mr. Hudd): I think that would 
be the answer, a much better answer than 
the present one, because we do find from 
our experience in the field that parents 
are rather shocked when, this happens at 
the age of 15. /The children have possibly 
been going to- the ordinary school up to 
the age of 15 ; they may have been recom- 
mended for a special school but never got 
there owing to the shortage of accommoda- 
tion, and then the parent is 1 told that his 



boy or girl needs supervision on leaving 
school owing to disability of mind, which 
is rather a shock to the parent at that stage. 

607. (Chairman): I do not quite 

appreciate the relevance of that. Surely it 
is as great a shock if you tell the parent 
the child has got to ibe kept at school until 

the age of li&? (Mr. Edwards): It is 

because it is on the grounds that the child 
is suffering from disability of mind. Sec- 
tion 57 provides that children shall be 
notified/ on leaving school if, in the opinion 
of the education authority, they require, 
because . of . disability of mind, "care and 
supervision in their own interest. It comes 
as a considerable shock to the parents of 
many of these children to learn that, after 
nine or ten years at school, they are found 
to ibe suffering from disability of mind. 

608. I do not see that it would make it 
better if you said that because of disability 
of mind' you have got to educate them to 

the age of 18. 1 would not suggest that. 

Sir. I would suggest that the child should 
be kept within the education system and 
no mention made of his disability of mind ; 
the school would merely say that he 
required further education. 

609. But you would still be picking out 
certain children for extended education for 
another three years beyond the normal. 
You have got to tell the mother that you 
are doing that because of the child’s dis- 
ability of mind. You may not put that into 

the statute, but it is perfectly obvious. 

But, again with great respect, Sir. could • 
you not tell the parent that the child had 
not taken full advantage of the educational 
facilities and needed another three years to 
bring him up to the normal standard? 

6il0. (Mrs. Braddock): But surely they 
would 1 know that before the child was 15? 

If the child is educationally subnormal, it 
is ascertained before it leaves school. It 
is not a process that happens immediately, 
it is a process that has been going on for 
some time. The child does not come up 
to the normal educational standards and it 
has not done so practically all along the 
line. Surely the parent must know that? 

.But it is still a shook to the parent to 

be told that it is because of disability of 
mind. 

61'1. (Chairman): They would rather be 
told it is because of laziness of the child? 
They would, Sir, rather be told any- 
thing other than disability of mind. 

612. (Dr. Thomas): Coming back to that 
point, it is true, is it not, that when the 
child is established to be educationally sub- 
normal, which may happen at the age of 
seven, eight or nine years of age, the parent 
is officially notified then that the child is 
considered to be educationally subnormal? 

1 ami not aware of that. Sir, but it may 

well be.— (Mr. Hudd): I understand that 
a boy can be found to be educationally 
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subnormal at school and just put on the 
waiting list for a special school. 

613 1 meant if he was admitted to a 

special school. Yes, the parents’ consent 

must he obtained, 'but there are a lot of 
boys who remain in ordinary schools who 
are recommended for special schools. The 
local education authority have never found 
a vacancy for these 'boys and then, they 
are examined during the last term before 
they leave school and recommended tor 
supervision, and real'ly t'hat is in some cases 
the first time the parents ever appreciate 
the position. 

614. (Mr. Jackson ): Is not that a 

deficiency of the system, a very serious 
deficiency, if the parent is not notified until 
the child reaches the age of 15, of a matter 

of that kind? 1 should say it was, Sir, 

but 1 think that is purely owing to the lack 
of accommodation. 1 do not think the 
parents are consulted in many cases until 
the local education authority can find a 
vacancy. 

615. Rut surely the parents should be 
notified of any really material factor known 
aibout their child? One would have thought 
that was elementary. But you say it does 

riot 'happen? We find in experience that 

when we deliver the letter — there is a letter 
written 'by the IDirector of Education 
saying: “Your child needs -supervision”— 
we find in many cases that it is the first 
parents know about it, and they are shocked 
to hear it. They may say: “ I. know Johnny 
is backward, ibut .1 did not feel that he was 
suffering from disability of mind and that 
he would need supervision on leaving 
school 

-616. (Mrs. Adrian ): Rut would you say 
it was possible for a child who is educa- 
tionally subnormal! in certain areas not even 
to be ascertained as such by an education 
authority? Or, if he is ascertained as such, 
he may be dealt with in a special class, and 

is the parent then informed? 'I do not 

know. — (Mr. Edwards ): 'I am afraid it is a 
little outside our terms of reference. 

•617. (Chairman)-. I think we have had 
evidence Which indicates -that the process. 
Which has gone on for almost 30 years, of 
persuading parents to let their children go 
to special schools — and even when the child 
is- actually sent to a special school the 
emphasis has been placed on persuading the 
parent — has led to the parent being told: 
“Yon need not take thrs too seriously", 
apd then at the age of 15, when the parent 
does begin to be faced (With . the child's 
classification as a,, mental defective, it is a 
serious blow. — (Mrs. Adridti): The tempta- 
tion, in order to persiiridd the paireHt to 
Accept the decision, that the child snbuld 
go to a special school, Is to diiHimi.se' the 
sbHous'rie&S, and il should say that, if you 
afir^'o-fiiijr sd tiding the child' to a special class 
in ati' oftllnary School, (Which is a common 



way of dealing with it at the moment, it 
is quite possible that the -parent is never 
really faced with the true position.— (Chair- 
man): It is a warning against dispensing 
heedlessly with compulsion in favour of 
persuasion. May we now -go on to your 
paragraph 10, 'Place of Safety. -1 aim not 
quite clear what your point is here. It 
reads rather as if yo-u Were suggesting that 
persons who have to be placed in a place 
of safety should have priority over all 
other applicant's to mental deficiency institu- 
tions, (Mr. Hudd ): Wc do -get some 

problems at times for the local, health 
authority ; we may have a case who is under 
statutory supervision, for instance, and he 
may -be 'living with an aged mother ; he has 
been unable to work, and the mother is 
suddenly -whipped off to hospital and we 
are left, as a local health authority, with 
the defective, who is absolutely incapable 
of looking after himself, there is no relative 
to look after him, and we just cannot get 
a vacancy for him in a suitable hospital. 
We should like these cases to be given some 
priority ; I appreciate that if we -get in 
touch with the iMedical Superintendent and 
he says “ I have not got a bed ” he cannot 
take the defective in, but we do very often 
run up against this particular problem, 
where we have a defective living in the 
community and the person who has been 
caring for him has suddenly had to go to 
hospital, and there is the dcFective left 
absolutely on hi<s own, with nobody to care 
for him, and iwe are unable to find any- 
where to place him. That is one of the 
points in connection with this Section, and 
the other point is t'hat we feel that you 
might like to limit the place of safety 
period ; very often that goes on for a very 
long time. The -Board of Control, I believe, 
do, after a matter of three months, ask 
the local authority what they are doing, 
but -I feel that if a case is admitted to a 
place of safety, and it is q-uite definite that 
he has to remain in the institution, then 
there is no reason why he should not be 
certified and placed on the register of the 
particular hospital concerned. 

618. (Dr. Thomas): When you are talking 
about requiring an institutional authority 
to admit, your -main difficulty there is in 
bridging the two authorities, namely, the 
local health authority officer and the 
hospital authority? Did' you have in mind 
here that you 'should have -stlifnc form of 
institutional accommodation, not necessarily 
in the hospital service but under the local 
authority, slich as Part ffiM accommodation, 
which you could- call upon for this matter? 
— — The point there, Sir, is that 'T fedl that 
the proper place for defectives w‘ho need 
institutional care should 1 be in a mental 
deficiency hospital, f do riot think Part HI 
accommodation is a proper place for them, 
because very often we Have 1 riot got the 
staff to look aftdr theitl, trifey may be dirty 
in their habits, arid so oh, and not suit- 
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able. I would therefore rather like to 
suggest that we should be able to lind suit- 
able accommodation in a mental deficiency 
hospital for these emergencies. We are 
entirely in the hands of the Medical Super- 
intendents at the moment, and then we 
have .to go round in circles trying to fix 
these people up. If we could be given 
some power to deal with these emergencies, 
!■ feel that would be a step in the right 
direction. 

619. {Chairman): U think that point is 
quite clear. Paragraph 11 is also quite 
clear ; is there no power to apprehend a 
patient absconding from a place of safety? 

‘Not according to the Act. 1 think we 

have interpreted that differently ourselves; 
we have admitted a patient to a place of 
safety and lie has escaped, and we have 
got him back, but that Section of the Act 
does not include a place of safety. 

620. Then your paragraphs 12 to 14 arc 
really all devoted to the question of in- 
formation between local authorities. You 
think at the present moment there is an 
appreciable lack of information?—-— [Mr. 
Edwards): It 'has happened in some areas, 
yes. 

621. I do not think we need pause longer 
over those. We now come to “ Adminis- 
tration." 'in. paragraph 15 (a) you make 
two suggestions, that there should be free 
legal advice available to the parents or 
guardian, and that there should be a longer 
adjournment period than 14 days. Then 
paragraph 15 </>}; you have been anxious 
to avoid certification of a mental defective, 
but (/>) makes it considerably more difficult 
for the parents to prove that they should 
retain the child.*— Yes, that is so. We 
have felt throughout, Sir, that if certifi- 
cation could be avoided, or at least modilicjl, 
so much the better, but if it could not of 
course we fall back on this, and in the 
case of the consent which is unreasonably 
withheld, H would assure you that we are 
not as members of the Society concerned 
with the objections which will he raised by 
Solicitors acting for the parents. We are 
not worried about that at all, because these 
cases are not brought unless there are very 
good grounds for bringing them. But we 
do suggest that the parents objecting or 
withholding their con sent should satisfy the 
magistrate that the care and provision 
which they themselves are going to make is 
adequate, and not just leave it as some- 
thing very much in the air, that they have 
a bona lido intention of benefiting the 
defective — which no doubt they have when 
they arc appearing .before the magistrate, 
but probably in many eases it means very 
little at all. 

622. .But what provisions do you expect 
the family— take, for example, a village 
family— to- make for the training of a men- 
tal defective V—'fA/r.v. Adrian): Really in 



111 is your intention is .to protect the wel- 
fare of the defectives themselves from 
irresponsible parents, who perhaps give an 
assurance at the time .but whose main 
desire is to keep the patient at home be- 
cause they will be receiving a few shillings 
and it will be an immediate advantage? 
That is really the type of case you are 
thinking of? l.t is, yes. 

623. {Dr. Thomas ): Would that be done 
rather better by avoiding mention of 
“ training,” and talking of the protec- 
tion of the patient or of the community? 
You presumably want to safeguard the 

community in those cases? Yes, Sir, I 

think it would. 

624. {Chairman): As a general principle, 
is there not a prima facie argument in the 
ease of very many mentally defective chil- 
dren in favour of leaving them at home, 
if the parents are in any way able to look 

after them and want to do so? Every 

time, Sir, yes. 

625. You are setting out rather a barbed 
wire fence, asking a mother who comes 
to you, weeping and saying: “Do leave 
Jimmy with me, .1 am so fond of him”, 
and you say: ‘‘Are you able to provide 

for care, protection and training”? 

With great respect, Sir, you make it sound 
like that within these four walls, but in 
practical experience it is very different. 

626. (Mrs. Adrian): Is it not rather a 

matter of the distinction between the low 
grade ease and the high grade case. In the 
high grade case behaviour comes in and it 
is a question as to whether he can be 
(rained so that he will become self-support- 
ing and a decent citizen? Quite, yes. 

We arc up against the problem, if il may 
express this personal view now, that a 
number of parents who have defective 
children are quite content for the 
State to look after them until they reach 
wage-earning age, irrespective of wlrnt they 
can provide or otherwise. But when the 
lime comes that the child is of wage-earning 
age and is in- difficulties, and the home con- 
ditions arc not suitable, it is often, neces- 
sary to apply for an institutional vacancy 
so that Ihcy shall get some proper care and 
training, and these are the times when 
parents see the money flying through the 
window. It is quite a serious- problem; 

1 do not want to- make it appear bigger 
than, it really is, but it does (happen in 
quite a number of cases and 1 think some 
protection ought to be made. 

627. (Chairman): Yes. On paragraph 
16', I think 1 am bound to raise a rather 
large question. Do you think 'that visita- 
tion of mental defectives in institutions or 
under guardianship should be in. the hands 
of the justices? Do you think that the 
justices are a good authority, as things now 

stand, for the appointment of Visitors? 

“As things now stand” — il is. a difficult 
qualification to meet. I think as things 
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•should be, ii vour Court of Quarter Sessions 
appointed only those visiting justices who 
have special experience of mental deficiency 
and mental illness, then you could n t 
have a better system for the protection or 
tte patient, but unfortunately our 
experience goes to show that up. and down 
the country the work of the — g |J S t« 
in many cases is carried out in very per 
functory fashion, that large numbers, of 
patients are brought .before the visiting 
justices one after the other and recertified. 
In certain areas, however, where the work 
is taken really seriously, the justices are 
doing an excellent job. 

62$. Are you thinking now of the visitation 
of justices at the age of 21? 1 auj think- 

ing of them at all stages of reconsideration 
of cases. 

629. iBut the visitors need not be justices 

themselves at all? -They must be 

justices. Sir. .but 'the Court of Quarter 
Sessions for each area has to appoint 
medical advisers, known also as medical 
visitors, who invariably should accompany 
the justices. 

630 But I said “as things now stand" 
because I have a feeling that the visitation 
powers of justices are not in the main a 
judicial function at all, they are a relic of 
the old quarter sessions administrative 

powers. They are. Sir, yes. But I believe 

I am right in saying they have .powers, it 
they are so disposed, to take evidence on 
oath and to hold a judicial enquiry if they 
so wish. 



■631. You would in principle prefer the 
justices as the visitation authority in mental 
deficiency to, say, the iRegional Hospital 
Board?— — Not necessarily. Sir, no, but 1 
think that on principle, as the liberty of 
patients is restricted, patients should be 
afforded as much protection as possible. I 
think an independent tribunal meeting to 
reconsider their cases is, as the law stands 
at present, absolutely essential. 



632. (Mrs. Braddock ) : Is the suggestion 
that the visiting magistrate should be some- 
body with some knowledge of mental 
diseases? Are you suggesting that it should 
be a doctor, or what should the magistrate 
have to do in order to obtain knowledge of 
mental diseases before he can be appointed 

as a visiting magistrate? If a magistrate 

served a term, if I may put it this way, of 
probation as a judicial authority under the 
Lunacy Acts and the Mental Deficiency 
Acts, I think the magistrate could gain a 
good deal of information that would be 
very valuable. And of course .the visitors 
should be -accompanied Iby the medical 
visitor, I think that is essential ; any point 
of medicine on which they need guidance is 
then readily available to them. 

633. {Chairman): May we now go to 
paragraph 17. Could you expand this: 



“ we are concerned that many authorities 
deal with children notified under Section 
57 (4) of the Education Act, 1944, under 
the provisions of the Mental Deficiency 
Act”. What precisely does, that mean,? 
——•It means, Sir, that if a child is in- 
capable of being educated in association 
with other children, .there is a temptation 
to think that ,it must automatically be 
mentally defective. That is not necessarily 



so. 

634. Surely if there ever was a case of 
social inefficiency, that is it. They are 
rejected by the education authority, the 
local health authority can only deal with 
them under the Mental Deficiency Acts? 

No, Sir, with respect, if the child has 

psychotic disturbance, there are mental 
hospitals up and down the country now 
which have special children’s units where 
the children are admitted to the mental 
hospital and are given education while they 
are there during the period dn which they 
can attend the school. 

635. (Mrs. Adrian ): Do you feel that an 

alternative means of dealing with it would 
be to send them to a school for malad- 
justed children? That may be an 

alternative, yes. 

636. -Is one of the reasons why you are 
concerned with their being dealt with under 
the Mental Deficiency Acts that the more 
intelligent ones of them will not ge.t very 
good schooling in the mental deficiency 

institution? Yes. In fact the schooling 

they would get would be negligible, as such. 
This does not arise, I think, -in my area, 
but it ds a point which has been brought 
up by several .members of the Society. 

637. (Chairman): Does your proposal 

implv that a child notified under Section 
57 (4) will in many cases be better certi- 
fied and treated as mentally .ill, rather than 

as mentally deficient? 'Not necessarily, 

Sir, By putting this in we hope that^ each 
authority will give very careful considera- 
tion and, because perhaps there are no 
facilities available for maladjusted. children 
or psychotic children, they will not auto- 
matically refer them to the mental defi- 
ciency authority to deal with them. iT think 
that is what is happening in some areas. 
The mental deficiency authority would no 
doubt, being reasonable people, try to make 
some provision other than a mental defi- 
ciency institution for them, but it seems 
to us that they should perhaps be dealt 
with at a school for maladjusted cliidren. 

638. A good many .people .hold up Sec- 
tion 57 (4) as a much better definition than 
other definitions of a mental defective?—— 
But with great respect. Sir, we are dealing 
with the .causation of the thing, are we 
not? We do not want to brand anyone as 
a mental defective if he is not a mental 
defective, nor do we want to brand him a 
psychotic. 
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639. Still less do you want to brand him 
as insane. Quite. 

540. (Dr. Thomas ): Is your point really 
to draw attention to the fact that quite a 
large number of education authorities really 
have not .made any provision for the treat- 
ment, care and education of the emotion- 
ally maladjusted, handicapped pupil? 

That is so, Sir, yes. That is the point. 
Perhaps some education, authorities think 
that if a child cannot be educated in school 
it is ipso facto mentally defective. There 
is some evidence that that is so. 

641. (Dr. Rees): Is it not practicable for 
local authorities to refer such children to 

child guidance clinics? It is in my own 

area, Sir. 

642. But would a child guidance clinic 
advise that a child should he certified as 
mentally defective rather than sent to a 
special school, in the case of maladjusted 

children? Do they ever do that? 1 am 

afraid I cannot answer that. The situation 
does not arise in Somerset, nor I think in 
Wiltshire, but it is a point which .has heen 
raised hy other members of the Society. 

643. If a child goes to a mental defi- 

ciency institution, I take it the local 
authority does not pay? No. 

644. iBut if it goes to a school for 
maladjusted children, what does it cost the 

local authority? (Mr. Hudcl): The 

Education Committee have to pay for that. 

645. What docs .it cost? A quite con- 
siderable sum of money? 1 do not know 

exactly. 

646. Do you think this may influence the 

local authority on this matter? (Mr. 

Edwards): I do not think so. 

647. (Mr. Jackson ): Is this more than 
the difficulty often found in local authori- 
ties of getting proper working together 
between, the different departments, a 'ten- 
dency to creat something of an iron cur- 
tain between departments, although they 
belong to part of the same authority and 
are run by the same Council? Is it really 

more than that? Probably not more than 

that plus perhaps the difficulties which arc 
created when, there is no special provision 
made for children, who perhaps are dealt 
with under Section 57 (4). 

648. (Chairman): I suppose what you 

would ,say is that this is an Illustration' of 
the tendency of the borderline case to fall 
between two stools, which is serious because 
the borderline case in this instance is -the 
most dangerous case socially? Yes. 

649. I have one question to ask on para- 
graph I-8-; you suggest that senior medical 
and administrative staff in, mental health 
services work should 'be statutorily 
designated. W'hat do you mean iby that? 

This is a particularly difficult .one to 

explain, Sir, but throughout the whole of 



the country there is no real uniformity 
either in practice or general administration 
as regards the mental health work of the 
local authorities. We find that in some 
counties the services have not .been -integra- 
ted in any way ; mental illness is dealt 
with perhaps by the County (Medical Officer 
of Health’s department, mental deficiency 
by the Clerk of the County Council’s office, 
and education of course in its own (particu- 
lar way. And you will have an outside 
firm of solicitors probably acting as clerk 
to the visiting justices, ana so you find that 
you have got several authorities all working 
the mental deficiency and mental illness 
law. apart 'from the .hospital authorities 
concerned. We feel that i,f only the Acts 
could be brought u.p into one volume and 
codified, and say : “ Here is your law and 
practice on lunacy and mental deficiency ”, 
then the next step would be to say: “And 
here are your officers to deal with the 
work”. It would be very helpful to those 
people who have to do the day to day 
wo rk. 

650. Is really what you are recommend- 
ing the establishment of -a special com- 
mittee under a national health authority? 

-That, Sir, might not be such a flight 

of imagination as one would at first think, 
because mental heallh does comprise an 
enormous part of the general health of the 
nation. We think that it would not be too 
much to give it its fair scope in the work 
of a local -health authority and the work 
of the .Regional Hospital Boards, ilf there 
is to continue this dichotomy in the general 
arra-ngemenits, then I think a number of 
local health authorities will have to be 
prodded into doing a serious job of work 
in this way, so as not to offset an enormous 
amount of good work which is being done 
by the present hospital service. 

65.1. 1 still do not know how you^ are 
going statutorily -to designate the officers 

of a local authority. Would it not be 

possible to say that each authority shall 
appoint a mcdi-cal officer in medical charge 
of the mental health services, and that t-he 
authority shall appoint as his assistant some- 
body to .take care of the day to day adminis- 
tration — that is, if you are going to allow 
the present volume of law to continue as 
it is. 

-652. The Medical Officer of Health is 

statutorily designated at the moment? 

(Mr. lludd): Yes, hut we do find in our 
experience, Sir, as my colleague has pointed 
out, that in some counties the welfare 
officer or the duly authorised officer works 
in the welfare officer’s department and not 
with t-he county medical officer’s depart- 
ment ; then you have two different sections 
of a local authority, one side dealing with 
lunacy and the other with mental deficiency. 
We -would like -to see a comprehensive 
mental health service ; I think that is how 
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I would describe it. That is entirely in the 
hands I understand, of local health authori- 
ties- there has been nothing designated as 
to hoiw they should run their mental health 
■services, and that is the point we were try- 
inf to bring out in this particular paragraph. 



653. There is one small question I want 
to ask, a question of detail: what sort of 
provision does the local health authority 
no,w make for duly authorised officers to 
transport patients to hospital? Is the duly 
authorised officer left to (find his taxi him- 

self? No, Sir, in the area of the 

authority I work for we rely on the 
am’bulance service. We have got a very 
good ambulance service. If _we are in the 
picture with a voluntary patient and he is 
quiite happy to go, then the authorised 
officer takes him in his car, we make as 
little fuss 'as possible about it, but for a 
difficult patient we have always got the 
ambulance service at our disposal, and 
transport arrangements are very, very easy. 



654. And you find no difficulty in getting 
an ambulance? No, Sir, none at all. 



655. (Dr. Rees): You believe every local 
authority should have one medical officer 
on its staff who is specially entrusted with 
the task of administering the mental health 
services? Yes, Sir. 



656. Is it a fact that many local authori- 
ties at the present time do not have any 
medical officer on their staff who has had 
any special experience in mental health? 
—-(Mr. Edwards ): That is so, and if I 
may add, .the same thing extends to 'the 
lay people ; we have known of authorities 
who have appointed people as -duly autho- 
rised officers who have had no experience 
whatever in mental health. 



657. (Mrs. Braddock ): .But is not that 
because of .the shortage of them, when 
somebody must be appointed? Where it 
is a question of having to have somebody 
to deal with the position, rather than 
nobody, and there are insufficient qualified 
people, you pick the -best that you possibly 
can in order to have .the service. I have 
just one other point. Do you feel that 
the best way .to deal with welfare services 
and health services generally is 'through the 
health committee of a local authority, or 
do you .think tihe better way to' deal with 
it is to have a separate ad hoc committee 

for welfare services? 1 think 'the present 

arrangement, whereby welfare is dealt with 
as distinct from the health services, is good, 



because at the moment the health services 
are suffering from indigestion, almost, with 
the amount of work they have got to do. 
But the time may come when the welfare 
services could form an integral part of the 
health services generally, as being part of 
the health of the nation. But at the moment 
I should say, no. 

658. Do you find .generally in- local 
authorities with regard to the ad hoc com- 
mittees, the new committees which are set 
up under the 194® Act, that their powers 
with reference to local government finance 
to deal with the situations which require 

to be dealt with are satisfactory? We 

have no experience of that. 

659. (Mrs. Adrian): )I should like to ask 
whether your Association has any views 
on the necessary training of duly authorised 

officers? Perhaps <1 should explain that 

this Society is comprised of people like 
Mr. IHudd and myself, who are in day-to- 
day charge of mental health services 
throughout the .country, but the duly 
authorised officers and mental health 
workers have their own Association, and 3 
understand that they are arranging with 
the National Association for IMental Health 
and other bodies interested for some form 
of specialised training to be given, possibly 
through the universities. 

660. And you are in favour of that? 

We are certainly very much in favour of 
that. 

661. (Dr. Thomas): -Is it not the case that 
some courses, 'have already 'been held for 

duly authorised officers? They have, Sir, 

yes.— (Mr. Hudd): We had one course in 
London before the new Act came into force, 
prior to 194'8. 

662. And in Manchester, too? Yes, 

that is right. 

663. (Chairman): I do n-ot think I have 
got any further points to put to you. Is 
there any point that you would like to 
enforce upon our attention in conclusion? 

il think we have emphasised all our 

points. Sir, and we must thank you for 
listening to us for such a long time. We 
are very grateful to have had this oppor- 
tunity to appear before you and to give 
you our views as we experience them. 

664. (Chairman): We are very grateful 
to you for 'having taken so much trouble 
in setting them before us. Thank you 
very much. 



(The witnesses withdrew.) 




ROYAL COMMISSION ON THE 
LAW RELATING TO MENTAL 
ILLNESS AND MENTAL DEFICIENCY 

MINUTES OF EVIDENCE 

4 

FOURTH DAY 

Tuesday, 29th June, 1954 



WITNESSES 

Association of Municipal Corporations 

National Association of Parents of 
Backward Children 




LONDON: HER MAJESTY’S STATIONERY OFFICE 
1954 

PRICE 2.?. 6d. NET 



Printed image digitised by the University of Southampton Library Digitisation Unit 



WITNESSES 



Association of Municipal Corporations 



Ald. Prof. F. E. Tylecote, M.D., 
F.R.C.P., J.P. 

Ald. W. E. Yorke, C.B.E., J.P. 

Dr. Llywelyn Roberts, M.D., D.P.l-l. 
Mr. G. H. Banwell 
Mr. E. J. O. Gardiner 



Pages 117-151 
■ Questions 
665-867 



National Association of Parents of Backward Children 



Mr. D. Drown 
Mrs. J. Fryd 
Mrs. M. Wheeler 
Mrs. J. McLaren-Wmite 



Pages 152 170 
' Questions 
868-95 1 



Printed image digitised by the University of Southampton Library Digitisation Unit 



MINUTES OF EVIDENCE 



TAKEN BEFORE THE 

Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency 

FOURTH DAY 

Tuesday, 29th June, 1954 

Present 

The Rt. Hon. the Lord Percy of Newcastle, P.C. ( Chairman ) 
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behalf of the Association of Municipal Corporations 

called and examined. 



Memorandum submitted by the Association of Municipal Corporations 

J. This memorandum is submitted by the Association of Municipal Corporations 
in response to an invitation from the Royal Commission set up with the following 
terms of reference: — 

To inquire as regards England and Wales into the existing law and administra- 
tive machinery governing certification, detention, care (other than hospital care 
or treatment under the National Health Service Acts, 1946-52), absence on 
trial or licence, discharge and supervision of persons who are or are alleged 
to be suffering from mental illness or mental defect (other than Broadmoor 
patients) ; to consider as regards England and Wales the extent to which it is 
now, or should be made, statutorily possible for such persons to be treated 
as voluntary persons without certification ; and to make recommendations. 

2. The Association represents all county boroughs and non-county boroughs (other 
than two newly chartered non-county boroughs) in England and Wales and all but 
two of the metropolitan boroughs. All these authorities are responsible by statute 
for the exercise of functions relating to public health and the county boroughs are 
local health authorities for the purposes of the National Health Service Act, 
1946, and local welfare authorities for the purposes of the National Assistance 
Act, 1948. 

A. MENTAL ILLNESS 

3. The Lunacy Act of 1890 is the principal Act on which all subsequent legisla- 
tion has been based and it is, in essence, a good Act ; it has been in general 
use for over sixty years and there have only been two amending Acts since it was 
passed. The first one of these was the Lunacy Act of 1891, which made lew 
changes and simply rounded off the 1890^ Act. The second Act was the Mental 
Treatment Act of 1930 which introduc^^^Ttoletely new principles in dealing with 
the admission of patients to mental 

is!f ' 
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4 The Lunacy Act, 1890, contained some 341 sections, only about twenty-five of 
which are"y concerned with admission and d£h.r£ The Art 

regulates the governing of hospitals and the like. y Y . ' iq^/c 

sections were rendered obsolete by the National Health Service Act, 1946. The 
only sections fhe consideration of which falls within the terms of reference of 
the Royal Commission are those relative to admission and discharge, namely, 
ss 4 to 8 (Reception on petition), s. 11 (Urgency order), s 12 (Reception after 
inquisition) ss 14 to 19 (Admission through a duly authorised officei when a case 
Of men al illness is not under nroner control), ss. 21 and 21 a (Temporary removal 
and detention) ; and in the Mental Treatment Act, 1930-s 1 (Admission of volun- 
tary patients), s. 5 (Admission of temporary patient without certification). 

S. The Mental Treatment Act, 1930, deals with the newer and growing . conception 
of mental ill-health. For the first time, there is legal recognition of a c Ossification 
although a broad one, of mental ill-health— (rr) the “voluntary patient who 5 
prepared to undergo treatment to prevent, if possible, more prolonged ill- 
ness or even a permanent deterioration in his condition, and (/;) the 
“temporary” patient— one whose illness is likely to be pf short duration and 
who can be detained for a short time, but who, although requiring safeguards 
for his protection, does not need the more drastic legal safeguards necessary m 
the case of a chronic lunatic. Temporary patients amount, however, to only 2 per 
cent, of all admissions to mental hospitals. The Mental Treatment Act, 1930, there- 
fore, provides for easier admission and discharge of patients who are mentally 
ill, and also seeks to prevent serious mental breakdown. 



6. There is unavoidably a considerable difference of opinion as to what con- 
stitutes a true voluntary natient. The conception varies from place to place and 
this may be one of the reasons for the difference in admission rates of this type of 
patient in different mental hospitals. Another reason for the varied admission rates 
is the fact that the beds available for mental patients as a whole vary in different 
regions. If there is a serious shortage of beds it may be easier to deal with a 
temporary patient than with a certified one. It may also be easier to refuse 
admission to a voluntary patient than to a patient admitted on an order. 

7. Paradoxically, certification may be too easy a way of disposing of a case of 
mental illness. The precise and sometimes involved arrangements required in order 
to get a mental case into hospital may tend to cloud the issue and suggest that that 
is all that needs to be done for the patient, rather than that the legal processes 
are invoked only to permit the patient to have treatment. It is vitally important 
to ensure that custodial care is only imposed when necessary. It is appreciated, of 
course, that, as things stand, certification may be necessary for very good reasons— 
the protection of the public, prevention of suicide or to preserve the patient s 
property. Nevertheless, it is felt that the certification and associated legal processes 
tend to be divorced from the important medical aspect of a case of mental ill-health. 
Strangely enough, the word certification does not appear in the Lunacy Act. 



8. It is now agreed that mental ill-health is a medical condition requiring the 
same amount of care and attention as any other medical condition. The illness 
is also subject to the same fluctuation as any other illness of a rather protracted 
nature ; improvements and regressions may occur. Care and after-care facilities and 
other assistance under the National Health Service Act, 1946, arrangements for 
training under the National Assistance Act, 1948, and under the Disabled Persons 
(Employment) Act, 1944, are available to cases of mental ill-health, as they are to 
persons suffering from other illnesses or disabilities. 

9. It is now appreciated that there is a very large amount of mental ill-health 
in the community. There are more beds set aside for this condition than for all 
other diseases and yet, generally speaking, mental patients seldom obtain hos- 
pital treatment or are certified until a crisis of some kind occurs. It is a fair 
assumption that there is a large amount of mental ill-health outside hospital. 
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10. The growing realisation that the beginnings of mental ill-health may be 
found in (i) a patient’s heredity, and (ii) in the patient’s early life, encourages 
the hope that some preventive action may be possible. There is an increasing 
amount of scientific investigation into mental ill-health and so there is a hope of 
improving the prognosis. 

11. With the growth in the number of old people there is, and is likely to 
be, a greater number of cases of senile dementia — generally a harmless condition, 
but requiring beds and services for a prolonged period, thus tending to block 
accommodation for younger cases and to divert resources from the care of the 
younger cases. The shortage of beds is aggravated by the lull in the building of 
mental hospitals. Like all chronic illnesses, mental ill-health is a socio-medical con- 
dition and the presence of such a case in a family causes worry and raises fears 
in other members of the family, but, on the other hand, it must be realised that 
custodial care or formal certification will be necessary in some cases. It is felt 
that where this is necessary there is no alternative to some process of law. It 
is also obvious that cases will occur from time to time when, for general safety, 
arrangements for immediate control are necessary. This being so, some person 
must be duly authorised to take the steps that are required in these cases. 

12. It is very desirable that, given adequate safeguards and appreciating our 
better conception of mental ill-health, the processes should be as easy, informal and 
unobtrusive as possible. As a corollary, when certification has become necessary, 
de-certification or release should be facilitated in every possible way, and the care 
and after-care facilities of the local health authority should be invoked in good 
time. 

General considerations 

13. The Association feel that the word “lunacy” is obsolete and should no 
longer be used in connection with mental illness, and suggest that the laws relating 
to mental illness and mental deficiency should be codified and that the process 
commenced by the Mental Treatment Act, 1930, should be completed and all 
references to “lunacy” should be expunged, including those in titles of statutes 
and statutory instruments. In the same connection, it is felt that the term “ person 
of unsound mind” is also an unhappy one, being associated in the public mind 
with certification and legal process. A term such as “ a person requiring psychiatric 
treatment ” would restore the balance and would not be likely to be resented by a 
patient suffering from any form of mental illness. 

14. Again, it is suggested that the term “mental hospital” is inappropriate and 
that a more appropriate title should be sought. 

Certification and admission to hospital 

15. The law with regard to certification and admission to institutions is unduly, 
complex, and to illustrate this complexity the various ways of dealing with a patient 
with delusions of a persecutory nature who is also violent can be quoted. He 
can be dealt with initially as a case of urgent necessity under s. 20 of the Lunacy 
Act of 1890, by a three-day order on the sole responsibility of a duly authorised 
officer ; under s. 21, by temporary removal to hospital by order of a justice, 
for a period of fourteen days pending the presentation of a petition for a reception 
order ; and by certification under s. 16. In addition, the patient can, if in an 
acute state and non-volitional, be admitted under s. 5 of the Mental Treatment 
Act. It, therefore, appears desirable that all arrangements for the admission of 
a mentally ill patient in an emergency should be gathered together into one compre- 
hensive section. 

16. In general, the Association feel strongly that the association of mental illness 
and the processes of law is unfortunate, and the aim of legislation should be to 
reduce the processes of law to the minimum consistent with the safety of the 
public and the health and well-being of the individual patient. It is realised 
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that it is impossible completely to abolish legal certification and the presence and 
signing of certificates by magistrates. There are, however, many patients, probably 
the majority, who could be dealt with without formal certification. The provision 
laid down in s. 5 of the Mental Treatment Act, 1930, provides an excellent example 
of the humane approach to a difficult problem and such a method or admission 
might well be extended to other categories. Even further simplification would be 
possible in relation to a relatively harmless person where admission is sought only 
because of the need for care and attention. The powers of medical practitioners 
to admit should be extended, and it is recommended that in all except violent 
cases or where the public safety is endangered patients admitted to mental 
hospitals should be admitted on the single certificates of two medical practitioners, 
unsupported by a magistrate or, alternatively the simple request by the patient 
for admission supported by a medical certificate from his general practitioner. 
Primary certification before admission should be abolished. Such certification 
should only follow careful observation in a psychiatric unit or observation ward of 
a general hospital or a hospital for nervous diseases. The certificate of the general 
practitioner would indicate that the person seeking admission is in need ot psychiatric 
treatment and no further immediate certificate would be required. Patients should 
never be admitted direct to the main wards of a mental hospital. In all cases 
hey should be sent first to an observation unit situated in a mental hospital or, 
preferably, to the psychiatric unit of a general hospital. In such cases, certifica- 
tion should be avoided and any process of law should be postponed until a tun 
investigation has been carried out and the psychiatrist in charge has satisfied 
himself as to the treatment necessary and is in a position to make recommendations 
as to the disposal of his patient. The Association realise that these recommenda- 
tions could not safely be applied to all patients and, in many cases, particularly 
those associated with violence or crime, formal legal action would be necessary. 

17. If additional responsibilities in the matter of admission to mental hospitals 
are placed on the shoulders of general practitioners, it is desirable that the Royal 
Commission should consider how far it is necessary to provide safeguards for the 
doctors engaged in this work. The officers of local authorities are frequently 
concerned with the situation in which general practitioners are very unwilling 
to certify a patient because of the danger of litigation later on, and recent events 
are having a tendency to make the doctor more concerned with the safeguarding 
of his own reputation and professional standing than the safety of the public 
or the treatment of the patient. 

18. In general, where patients of unsound mind are concerned, the more the 
kind of procedure governing admissions to and discharge from other hospitals is 
adopted for mental hospitals the less stigma is attached to treatment there, and the 
more likely is it to be sought when necessary. On the other hand, it is impossible 
to include all cases of mental illness within the scheme of voluntary admission. 
Unless a patient has some insight into his condition, he cannot be expected to 
agree to accept in-patient hospital treatment nor to remain constant to his expressed 
■intention Legal detention, therefore, is necessary in suoh cases. If a patient is 
admitted under a three-day detention order, then the consulting psychiatrist should 
be able to extend this up to fourteen days. When a patient is recommended to 
become a temporary patient, this period should not exceed six months and the 
order should be signed by two medical officers, one who is approved by the Minister 
and the other who may or may not be approved by the Minister. At the end of 
the six months’ period, should certification be necessary, steps should be taken 
as at present, with the justice of the peace making the order. This would mean 
that no person would be certified until the period of six months has elapsed. It is 
realised that the obvious drawback to this suggestion would be that a patient could 
be detained for six months without any lay person having a say in the matter. 
This could be overcome by more frequent visits from officers of the Ministry, 
who could have the powers to discharge a person forthwith. All hospitals should 
be required to take observation cases and all hospitals should have observation units. 
No patient should be retained in any institution for a longer period than six 
months without a complete review. 
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Discharge from hospital 

19. Under s. 72 o£ the Lunacy Act, 1890, there are extensive powers given to 
relatives to secure the discharge of a patient on request. In many cases these 
powers are abused. This section, as amended by the N.H.S. Act, introduces an 
ease of discharge that has been frequently used as an expedient during this present 
period of drastic shortage of beds. It is not unknown in one large city to re-admit 
three patients who have been discharged under this section within the same week. 
Far too often the “ appropriate relative ” simply orders the discharge and immedi- 
ately leaves the patient to fend for himself, with the result that re-admission becomes 
an urgency. The local authority responsible for the re-certification is, therefore, 
put to much additional and possibly fruitless work and it is most undesirable for 
the patient. 

20. The Association do not, however, wish to place any obstacle in the way of 
relatives receiving home suitable patients for whom they are able to make adequate 
provision, but it is suggested that the medical superintendent should have powers 
to demand from them, in cases where he feels it necessary, seventy-two hours’ notice. 
This would give sufficient time to enable him to receive a report from the local health 
authority on the adequacy of the relative to supervise the discharged patient. It is 
also suggested that the medical superintendent should have powers to refuse the 
request of the relatives, if he considers that discharge is not in the interests of his 
patient. If a patient is absent from the hospital on trial and his family doctor 
sends a medical certificate to the medical superintendent of the institution that it 
is no longer necessary for the patient to be detained in the institution, then he should 
be discharged forthwith. 

21. Some hostel system (controlled by an authority not responsible for the hospitals, 
such as the local authority) might be used as a half-way house for certain cases and, 
from this, patients could be gradually re-introduced into the world. Only a certain 
proportion of those discharged would need such a channel as this. 

22. A final small point in relation to time limits laid down in the 1890 Act is 
that this Act was drafted when communications and transport were much slower and 
more cumbersome. Under modern conditions these time limits can, perhaps, be 
revised, with advantage. 

Voluntary patients 

23. The Association feel that the system of law relating to the treatment of volun- 
tary patients is on the whole satisfactory and should be extended as far as practicable. 
The shortage of beds, however, makes some hospitals unwilling to receive voluntary 
patients, and considerable difficulties are experienced from time to time by the 
receiving hospital when the patient who has been admitted as a voluntary patient 
seeks discharge after a day or two. The psychiatric investigation of a person 
suffering from a mental illness usually calls for fairly prolonged observation, and it 
is felt that it is not in the interests of the patient nor fair to the psychiatrist that 
the voluntary patient should be allowed to interrupt his supervision at such short 
notice. It is suggested, therefore, that he should be required to give an undertaking 
to remain in the institution for a reasonable period of, say, three to four weeks. 
Such an undertaking should enable the medical superintendent to take the necessary 
steps to prevent his discharge within this period. 

24. The age set down in s. 1 (2) of the Mental Treatment Act, 1930, should be 
altered to increase the age from sixteen to eighteen years. It has been found, how- 
ever, that occasionally the interests of the patient conflict with those of the parent 
or guardian, and steps should be taken to ensure that the primary consideration 
on admission to hospital should be that of the patient and not the convenience or 
interests of the parent. 

25. There remain at least three classes of patients who require special con- 
sideration : — 

(a) The case where mental symptoms are urgent manifestations of systemic 
diseases. 

(i>) The aged senile — with mental deterioration. 

(c) The psychopathic personality. 

30188 A 3 
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(a) Mental symptoms as manifestations of systemic diseases 

26. These cases cause serious problems of disposal. To retain them in an 
ordinary hospital may render the physician in charge subject to grave charges if 
the patient commits suicide or a “ crime.” It is generally agreed that every effort 
should be made to avoid certification, but the doctor and attendants and hospital 
authorities should be adequately protected if they accept the serious responsibility 
of treating, or continuing to treat, the case in an ordinary hospital. 

{ b ) The senile dement 

27. With the increasing number of aged persons iin the community, the incidence 
of senile dementia is rising. The position is aggravated because, since the introduc- 
tion of the National Assistance Act, 1948, sons and daughters have no responsibility 
for their parents or brothers or sisters. While many persons acknowledge the 
strength of family ties, the time often arrives when the mental condition of aged 
relatives renders them undesirable inhabitants of a household or makes it impossible 
to look after them. While a few of the aged remain alive for some time in a 
confused mental state, the majority die in a comparatively short time. It is most 
undesirable to certify them, although there must be safeguards to protect them, 
their property and its disposal. Aged persons may sometimes suffer from the 
ordinary recognised mental illnesses, just as in younger persons, but in the majority 
the condition is ordinary senile dementia, a symptom of a progressing ageing 
process. It is, therefore, necessary to provide an adequate initial medical examina- 
tion to exclude systemic illness with mental manifestations, and also to exclude 
the more well defined mental illnesses. 

28. It is generally felt that, in the present state of mental treatment and certifica- 
tion, every effort should be made to avoid formal certification of aged persons and, 
if possible, it should not be necessary to admit them into mental hospitals. It is 
probable that the matter would be more simply dealt with if more use of s. 5 of 
the Mental Treatment Act, 1930, were encouraged. 

29. Mention might be made of the attempt made in s. 24 (now repealed) of the 
Lunacy Act, 1890, which made it possible to detain chronic and aged mentally 
sick patients in “workhouses” — not in mental hospitals. This was done with a 
simple form of certificate. This section was removed without any adequate arrange- 
ments for the class of patient under consideration and this has, undoubtedly, con- 
tributed to the present difficulties of mental hospitals. There should be a return 
to some simple form of legal restraint and simple arrangements for the care of 
these people. The possibility of s. 47 of the National Assistance Act, 1948, being 
used for the detention of cases of senile dementia comes to mind, but in the 
absence of a legal opinion as to how wide an interpretation can be given to such 
phrases as “ grave chronic disease,” etc., local authorities have used this section 
very guardedly and, as far as is known, only for cases of physical illness associated 
with sanitary nuisances. It would seem appropriate to clarify this section and, 
if necessary, modify the working to include the aged and senile dement. Similar 
considerations also apply to the doubtful mental case (e.g., schizophrenia) who is 
not yet certifiable, nor willing to go in voluntarily, and yet whose condition is 
obviously deteriorating without treatment and whose refusal to accept treatment 
is part of his mental condition. 

30. Associated with this suggestion is that the powers given by s. 21 of the 
National Assistance Act, 1948, to local welfare authorities should be extended to 
enable them to provide hostels to cater for the harmless senile dement who requires 
supervision but only very limited medical attention. There seems no reason why 
the provision that already exists for dealing with chronic disability should not 
be interpreted much more widely than at present, but some amendment of subs. (7) 
of the section may be necessary to enable an adequate service to be provided. 

31. The Association further consider that it would be an advantage if cases in 
this class could be dealt with by provision for guardianship or supervision through 
the local authority similar to that applied to mental deficiency cases. 
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(c) Psychopathic personalities 

32. This is a mixed group comprising sexual introverts, problem families, drug 
addicts, prostitutes and other asocial and anti-social persons. Although few of 
them are “lunatics,” many of them may be mentally ill or may be feebleminded. 
The difficulty associated with them is twofold : — 

(i) They themselves are mentally unfit. 

(ii) They often associate with others of their kind and propagate their kind, 
providing important social problems. 

While it is considered that the majority can only be dealt with by a long-term 
process of mental and social re-education without compulsion, relying upon the 
slow process of social improvement in the community at large, there are a few who 
are persistent offenders and for whom the ordinary penalties of law are inadequate. 
An effort should be made to re-educate them and to prevent propagation. 



Duly authorised officers 

33. While some anxiety has been felt by local authorities about the competence 
of duly authorised officers to carry out their work with efficiency and kindness, 
experience has shown that in general they have carried out their duties with skill, 
efficiency and tact and have given satisfaction to their employers. It is, neverthe- 
less, felt that, firstly, the duly authorised officer should not in any circumstances 
take the place of a qualified medical practitioner or do the work which such a 
practitioner is most skilled to do, and secondly, that a specific course of training 
for D.A.O.s should be prescribed ; this should apply to new entrants. Consideration 
should also be given to the question of granting to duly authorised officers powers 
of entry to a home where it is considered that the absence of such action might 
lead to danger to the patient, to property, or to the public. 



General conclusions 

34. The real difficulty (apart from the medical needs) of cases of mental illness 
and mental ill-health is their inability to adjust themselves to society. As far as 
possible, these sick patients should be treated within the community. Treatment in 
institutions, although frequently a necessity, should be reduced as far as possible 
in order to avoid the -patient having to make two adjustments — first of all, to the 
institutional life and then, when improved, to a return to community life. 

35. The working of the Lunacy and the Mental Treatment Acts will always be 
difficult until practitioners have better training and experience of mental illness. 
Mental illness, as a disease entity, requires a greater number of beds than any 
other disease entity, and yet the patient is only too often not sent to a mental 
hospital until he is beyond control at home. It is a fair assumption that there 
is a vast amount of mental ill-health of a minor kind in the community. The 
general practitioner should be taught and should -be able to appreciate the beginnings 
of this type of ill-health, and he should be able to obtain all possible help from 
the local authority and hospital boards to prevent deterioration of the patient. 
There should be adequate facilities for after-care of these patients. It is anomalous 
that much responsibility for the assessment and disposal of “ mental cases rests 
on the duly authorised officer. Although an important link in the care of mental 
cases, it appears that sometimes too much authority is placed in his hands largely 
because of the lack of knowledge and experience of the general practitioner. 

36. Our knowledge of mental ill-health, both from the statistical and clinical point 
of view, is meagre compared with our knowledge of many other diseases, e.g., the 
infectious diseases. It is recommended that means of collecting information, impart- 
ing knowledge to doctors by increasing facilities to this end should be encouraged. 
Improvements of this kind will, undoubtedly, assist in the matter of disposal of the 
patient with mental ill-health. 
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B. MENTAL DEFICIENCY 

37. In 1904, a Royal Commission was set up to report on the best methods of 
dealing with mentally defective persons as distinct from lunatics. A series of Educa- 
tion Acts had come into force from 1870 onwards, and from these had emerged the 
conception of a “ feebleminded ” person, less severely handicapped than either an 
“ idiot ” or an “ imbecile.” Although the fundamental differences between mental 
defectives and lunatics had long been recognised, no legal distinction had been made, 
and. procedures in regard to certification and detention of both classes were to be 
found in a series of Acts which were finally consolidated in the Lunacy Act of 1890. 
The influence of the 1890 Act on subsequent mental deficiency legislation is plainly 
seen in the procedure for certification of mental defectives, which very closely 
follows that adopted for lunatics. 

38. The Royal Commission of 1904 recognised the essential differences between 
mental defectives and lunatics, and following its report the first Mental Deficiency 
Act came into force in 1913, and was subsequently amended in 1927 and 1938. 

Definition 

39. The definitions in s. 1 of the Mental Deficiency Act, 1913, are clear and fairly 
precise and allow for classification while giving ample latitude to the ascertaining 
medical officers. Nevertheless, there is an element of stigma attached to the terms 
“ feebleminded,” “ imbecile ” and “ idiot,” and the term “ moral defective ” is com- 
pletely out of date. Consideration, therefore, should be given to re-casting these 
definitions and any new definition should introduce the concept of social inefficiency. 
In general, the defective might well be defined in such terms as “ a socially 
maladjusted and immature person.” This definition could be added to In a medical 
certificate in such a way as to indicate the action necessary for the care and 
treatment of the defective. For example, it ought to be sufficient in the majority 
of cases to indicate that such and such a defective is socially maladjusted and an 
immature person requiring in his own interests to be admitted to and detained 
in a specified type of institution. Modifications of this definition would be necessary 
when a defective is being placed under guardianship or statutory supervision. 

40. If this definition is considered too wide, defectives might be simply classified 
into low, medium and high group defectives. In any case, the words “ under 
eighteen years of age ” in the definition of mental defect is unnecessary and creates 
unnatural difficulties.. Mental deficiency can occur and can be ascertained at all 
ages and any new definition should be framed in the light of this fact. “Moral 
defectives ” might be defined as socially maladjusted and immature persons with 
criminal tendencies. 

Ascertainment (s. 30, Mental Deficiency Act, 1913 ; s. 57, Education Act, 1944) 

41. Apart from the grosser forms of mental deficiency, which are obvious from 
a very early age, the majority of cases are first noted during early school life 
when the defective child begins to lag behind its fellows. It is necessary for a 
competent authority to decide whether this retardation is the result of physical 
or mental disability, or a combination of both, and what line of action should be 
taken in the best interests of the child. It is most important that the assessment 
of a child’s mental ability and its development should not be hurried in case he 
or she might be unfairly excluded from the educational system. 

42. The early recognition of a mental defective in the majority of cases, as a 
child of poor educability, suggests that the local education authority, with its team 
of teachers, educational psychologists and school medical officers, is the body 
most suited to undertake the primary ascertainment of the defective. If, under 
new legislation, cases found to be “ineducable” are referred to the local health 
authority, as at present, it should be obligatory for the latter authority to re-assess 
the child, and re-assessment should be carried out at stated intervals. 

43. As ascertainment and supervision of defectives is a duty of the local authority 
from birth onwards, most local authorities have a fairly complete list of all 
defectives residing in their area. This ascertainment should lead to the acceptance 
of a duty by the local authority to supervise by statutory enactment the life and 
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care of the defective at home, so as to intervene if necessary by placing the defective 
under guardianship or sending him to an institution. The change of residence 
from one area to another should be accompanied by the transfer of the responsibility 
between the local authorities concerned. The supervision given to an ascertained 
defective would cover the supervision of a defective on licence from an institution, 
44 In the majority of towns, the school health service is under the direction and 
supervision of the medical officer of health and, in such cases, no difficulty arises 
with regard to continuity of supervision and treatment. Where, however, these 
services are separate, it is essential that the medical officer of health or the mental 
health officer on his staff should be associated with the ascertainment, supervision 
land care of schoolchildren from the commencement of school attendance. He 
should -be consulted at all stages in order that, when the defective leaves school, he 
will be in a position to give an informed opinion about the type of supervision and 
care which the defective -will need after leaving school. 



Certification 

45 As with mental illness, the Association feel that certification should be re- 
garded as a last resort to be used in cases where other -methods are inapplicable. 
Certification should usually be unnecessary for imbeciles and' idiots, whether they 
are being .placed under guardianship or admitted to institutions. Where the parents 
or guardians arc willing for a relative to be dealt with, admission to the institution 
should be simply on two medical certificates : one should be from a medical officer 
approved by the local health authority and the other preferably from the patients 
own general practitioner. In such cases, the defective’s residence in the institution 
should be regarded in much the same way as that of a voluntary patient under the 
-Mental Treatment Act, 1930, and parents should be able to remove them home 
simply by giving, say, seventy-two hours’ notice. In some cases, however, such as, 
for example where a defective with anti-social tendencies is in the care of a parent 
-who is unwilling to co-operate with the local authority in. providing the treatment 
necessary to protect the defective in his own interests or to safeguard the community, 
the question of certification will arise. A patient admitted to an institution under 
such a certificate should not, however, be detained for the lengthy periods now 
obtaining, and it is suggested that at six-monthly intervals the defective should be 
re-examined and his case reviewed by a medical officer independent of the institution. 

46. It would be helpful if there were greater co-operation between the police and 
local authorities, and it is suggested' that the former should be required to supply 
information which they have received to the certifying medical officer when the 
latter is -examining a defective with a view to certification. In return, the local 
.authority should supply the police with a list of ascertained defectives in order chat, 
when a defective is charged with an offence, there may be prior consultation between 
the police and the officers of the local authority. 



Admission to institution 

47 There is often great difficulty in obtaining -the consent of a parent to the 
admission of 'his child to a mental deficiency institution because, m so many cases, 
he feels that his child is committed for a long period, o-r for ever, to incarceration. 
This feeling is intensified by the rather alarming and elaborate legal procedure tor 
obtaining an order, with a magistrate as a ’prominent participant. For this reason, 
the Association suggests that the procedure of admission to institutions should 
be as near as is humanly possible to the procedure for admission of an ordinary 
patient to a general (hospital. When patients are detained in institutions or placed 
under guardianship the present procedure is lengthy and unnecessarily cumbersome. 
It is based on the petition for approved patients provided for under ss. 4 to o or 
the Lunacy Act, 1890; for each petition as many as ten to eleven forms may be 
used. Simplification of the procedure for certification seems necessary. 

48. As the alternative to the method suggested above, it might he possible to 
expand s. 1 of the Mental Treatment Act to include all institutional cases ot lunacy 
or mentai deficiency under twenty-one years of age. Above this age, a simple varying 
order could be used or a modified form of certification employed to continue the 
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detention. Where there is a question of suffering caused to the defective by cruel 
or neglectful parents and when the latter refuse to act, or when the patient is left 
without a relative, ian authorised officer should be empowered to act in an emergency. 
Admission under such procedure should, however, be confirmed only after a careful 
review by two medical officers, one of whom should not be a medical officer of the 
admitting institution. No patient should be retained in an institution for a longer 
period than one year without a complete review. In many cases, considerable benefit 
to a defective would accrue if he could be admitted to an institution for training, 
and parents would be more co-operative if they realised that their child was being 
sent for technical reasons for training courses of limited duration, say, one to two 
years. Such training might make all the difference between a defective being a 
continuous charge on the community and his entering industry on a self-supporting 
basis. 

49. iMany mental deficiency institutions are far away from large centres of 
population. In some cases this is unavoidable, but it should be remembered that 
such institutions are bound to suffer from staffing difficulties, and institutions built 
in the future should be within easy access of a large town with the amenities usually 
available in such towns. 

50. There is a small but very definite need for special units for the care and 
treatment of defectives with criminal propensities. Existing provision for such 
defectives is woefully inadequate. 

Visits to patients 

51. Prior to the coming into force of the National Health Service Act, 1946, it was 
the practice for members of county and county borough councils to visit mental 
defectives in institutions. That Act has, however, removed from local authorities 
responsibility for in-patients in hospitals, including mental deficiency institutions, 
and the Ministry of Health take the view that, in the absence of further legislation, 
local authorities have no power to arrange for such visits to be made by their 
members. The Association regard this as very unfortunate. Many defectives are 
admitted to institutions situated at some distance from their homes. In some cases 
patients have no relatives, and in others relatives do not visit. The knowledge on 
the part of a defective that someone from his home town is still interested in him 
and is prepared to visit him is of great value in his treatment and recovery. Such 
visits were formerly made once or twice a year. There is no suggestion that they 
should be anything in the nature of inspections of the institutions, but merely 
personal visits. The Association, being convinced of their value, urge that this 
power should be restored to the local authorities concerned. 

Licence and guardianship 

52. There is a great temptation for the administrative staff of mental deficiency 
colonies to retain defectives because of their usefulness in tfhe day-to-day running 
of the institution, and indeed it is difficult to see how many of these institutions 
could obtain the necessary domestic staff without the labour of the defectives. 
The Association, while feeling sympathy with the staffing difficulties of such insti- 
tutions, nevertheless feel that, where a defective is able to do domestic work, he or 
she should be paid accordingly, and if there is any doubt about the need for 
continued custodial care the defective should be given the benefit of the doubt and 
should be allowed out on licence or under guardianship. In the cases where this is 
not desirable because of the inability of the defective to make the necessary social 
readjustments, the financial value of the defective should be assessed and he should 
be paid wages based on the percentage of trade union rates for the job which he is 
doing. The Association feel that a vigorous and courageous review of existing 
patients would result in very many more being returned to the community with, of 
course, proper safeguards. With this object in view, it is felt that the trade unions 
should be invited to consider the conditions upon which defectives might be em- 
ployed in industry and to recommend their representatives in the workshops to co- 
operate in the introduction of defectives in appropriate circumstances. 
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« A patient discharged on licence or a patient under guardianship is supervised 
wh for his own safety and for the safety of the community. In most cases, the 
mates” danger is not the misbehaviour or anti-soeial conduct of the defective, but 
fa t n f exploitation by unscrupulous employers. The Association urge, there- 
that of exploitation oy un P guardianship should receive very careful 

^Memtion and should not be resorted to if the discontinuance of 
supervision is likely to bring suffering to the defective because of exploitation by 
nttiers On the other hand, discharge of a patient from guardianship or from licence 
fronton institution should be effected by simple resolution of the appropriate com- 
1 °oL nf tlm ’local authority. When patients are sent on licence from an institution, 
Si^ e «upervfaiM shouW be the statutory duty of the local health authority. 



Hostel accommodation , , . . . . 

u It would be of great beneftt if local health authorities had the power to make 
provision for hostel accommodation for cases under statutory supervision who are 
whhm tLmes or whose homes are unsuitable. This applies particularly in the case 
of Children who have been maintained at residential schools for the educationally 
u /-vvivt'ii cnh«j(»mipnt1v renorted to the local health authority under s. 57 (5) of th 
EdSX^t ^ require certification under the Mental 

Deficiency Acts. _ . , . , 

55 Comparatively few of these children are able to earn sufficient to be sdf- 
sunoorting and there would appear to be no means under any of the Acts to pro- 
il l™ with financial assistance. The opinion has been expressed that the 
children’s committees are precluded from assisting these children, having regard 
- 8 of tlie Children Act, 1948, except in those instances, where the children s 
? oi. me luiuiy-u , i tEncp wlin have been com- 



tr, c 8 nf the Chiudren Act, mo, excetpi in uiusc 

committee 'have previously assumed parental rights for those who have been com- 

•H i unti!,- ihn Philrlren Act Also Pt. Ill of the National Assistance Act, 1948, 
doe^ not appear to cover the problem of providing suitable hostel accommodation 
for homeless mentally defective adolescents. 

56. Consideration has been given as to the wisdom of plying such «^unta 
a euardianship order, or even to certification under s. 2 (1) (6) ot the Mental 
Deficbncy Acts and admitting them to an institution with a view t0 
eranted at an early date, but this seems an unjust way of giving a child a chance 
to manage for himself, as the stigma of having been certified is ever present. 



d manage ror imn&cu, uo ° 

57 It is appreciated that ill some eases a measure of control . b ! 
to ensure that the defectives remain at a .hostel .and it is 



tn ensure that the detectives remain u-l a nusiai, * 

these hostels should 'be placed under the care of the local authorities. . 

58 Hostels for the accommodation of defectives would fail * el I L 

admitted. 



Lmiuea. . 

esak is^sss re ’•< — 

mental deficiency institutions. 



Defectives in their own homes , , . 

ss, s-sara r 

does not cease in the home at the age of fifteen. It is also ielt invidious urn. ^ 
30188 
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impossible for the local authority to grant financial aid without going through the 
procedure of certifying the defective and placing him under the guardianship of 
his own parents. This financial aid should be dependent merely on the certificate 
of a medical officer approved by the local authority that the person in question 
has been .ascertained as a defective. 

61. The distinction between voluntary and statutory supervision is a little unreal 
and it should be the duty of each local health authority to exercise supervision of 
all the defectives known in its area, but the local authority should have no powers 
to enforce supervision on the parents of such defectives unless it is felt that it is 
essential in the interests of the child, e.g., where the parents are cruel or neglectful. 
It is felt that much more could be done for the training of defectives in their own 
homes, and it should be an obligation on local authorities to provide for adequate 
training of such children. 



Occupational centres 

62. It should be a duty of local health authorities to provide occupation centres 
for these defectives for whom attendance at an occupation centre would be of 
benefit and to arrange for home teaching in oases where the patient is unfit to 
attend an occupation centre, or where geographical or oilier considerations make 
it impossible for the local authority to provide an occupation centre. Attendance 
at occupation centres should be voluntary. It is essential that the routine at an 
occupation centre should be so devised as to bring out the greatest possible 
capabilities of the defective attending, as it has been found that very few defectives, 
however low their intelligence, are incapable of any education. They should 
be frequently examined by medical officers and their ability reviewed at each 
examination. There is need for a small number of residential occupation centres. 

Delinquency 

63. When a patient on licence is brought before a court charged with crime, he is 
generally returned to the mental deficiency institution, but as normal persons charged 
with offences are frequently found to be not guilty, it may quite well be that some 
defectives would be proved innocent if the cases were heard. It is, therefore 
desirable that the known defective should be charged in a private court similar to a 
children’s court without publicity, and if he is proved innocent he should be treated 
like any other person and acquitted. If he be found guilty, and as a result of his 
mental defect not responsible for his actions, he would then naturally be sent back 
to the mental deficiency institution. 

. The term moral defective ” is a bad one and should not be used, but there 
is a strong case for the provision of institutions for the segregation and treatment 
of defectives with criminal propensities. 



Marriage 

65. The fact that so many mental defectives are discharged from the Mental 
Deficiency Acts if they manage lo get themselves married is much resented by the 
inspectors of the Mental Deficiency Acts. They feel that such marriages are 
frequently bad ones and would like legislation to prevent mental defectives under 
orders from contracting marriages. But it is felt that to prevent marriage by law is 
unnecessary, but should they marry and the marriage is successful, then they 
should be discharged from the Mental Deficiency Acts. It should be made clear by 
f° f Co ! ltro1 a " d b y the medical superintendents to mentally defective 
ulnt Ji n fi ^ an ' ia | e : wdl not automatically entitle them to be discharged from the 
♦ Deficiency Acts and they may be returned to an institution. Their sub- 
sequent discharge should not be automatic, as it very frequently is at the moment 
but should be determined by the success or failure of the marriage. ’ 

Conclusion 

„f mai ? ( dl ® cul ‘y of mental defectives is adjustment to the social life 

of the community It seems undesirable to make the defective adjust himself twice if 
this can be avoided— once to institutional life, and then after adjustment there to a 
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readjustment on return to life in the community. In other words, as far as possible, 
Ze mental defective should remain in the community and be trained there. Insti- 
tutional life should be the last resort. 

: .(17 Reference is made in earlier paragraphs to the need for the provision by local 
authorities of 'hostels for harmless senile dements (para. 30), homeless mentally 
defective adolescents (paras. 55-57) and cases admitted for observation, etc. (para 59) 
Tn another place (para. 51), the difficulty which has arisen in connection with the 
visiting of mental defectives since the provision and maintenance of montai hospitals 
Ind mental deficiency institutions have been transferred from local authorities to 
A* rational hospital boards is mentioned. In this service, as in so many others, 
many difficulties exist which arise directly from the division of functions bet w«en 
reaional hospital boards and hospital management committees on the one hand 
arfd local authorities on the other. Prevention, domiciliary care and after-care are 
now severed from treatment and cure. The Association regard this severance as 
Sv undesirable, .particularly in such a matter as mental illness, where cases are 
^ “ hnrder-line ” In the memorandum which the Association have sub- 

i y (bn rommhtee of Inquiry into the cost of the National Health Service, 
the v?e w has bSn expressed that the hospital service should be unified with the local 
health services under the local health authority The Association believe that such 
a reunification is particularly desirable in the field of mental health. 



SUMMARY OF SUGGESTIONS 

68. The following is a summary of the suggestions made in the foregoing para- 

EraP (i) The laws relating to mental illness and cental deficiency should be codified 
1 ’ and a new terminology applied (paras. 13, 14, 39 and 40). 

(ii) The statutory provisions for the emergency .admission of mental patients 
should be consolidated (para. 15). 

run The leenl nrocesses should be reduced to a minimum consistent with the 

ess ssz 

was rsrsusxt — 

a complete review (paras. 16 to 18). , . , 

*» Surs^nS uSwlTa ^5 Jo ^ ^r 

SSk rsa ass w^«sS 

hospitah ¥he\im“toTts y unde? U 'th^Lmacy Act'^O, should be reviewed 

BSf." oi’S’.S fi, ffiSSt aSTmo. ,i„uid b, 

sff« saw* 

1 authorised officers should 'have powers of entry (para. 33). A 5 
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practitioners (para. 36). 

(x) It should be the duty of the local health authority to re-assess at stated 
intervals children referred to them as “ ineducable. Where the school 
health service is separate from the local health service, the medical officer 
of health or mental health officer should be associated with the ascertain- 
ment, supervision and care of defective school-children from the commence- 
ment of school attendance (paras. 42 to 44). 

fxi) Where a mental defective has been certified and admitted to an institution, 
he should be re-examined and his case reviewed at six-monthly intervals by 
an independent medical officer (para. 45). 

(xii) There should be greater co-operation between the police and local 
authorities (para. 46). 

(xiii) The procedure for admission to institutions should he as similar as possible 
to the procedure for admission of an ordinary patient to a general hospital. 
Alternatively, consideration should be given to the extension of s. 1 of the 
Mental Treatment Act, 1930, to include all institutional cases ol lunacy 
or mental deficiency under twenty-one years of age (paras. 47 and 48). 

(xiv) (Mental deficiency institutions should, where possible, be within easy access 
of a substantial town and there should be special units for the care and 
treatment of defective persons with criminal propensities (paras. 49 and 50). 

(xv) Local health authorities should have power to arrange for the visiting of 
mental defectives in institutions (para. 51). 



(xvi) A defective able to undertake domestic work should be paid accordingly. 
Where there is any doubt about the need for custodial care, the defective 
should be allowed out on licence or under guardianship. The trade unions 
should be invited to consider the conditions for the introduction of suitably 
skilled mental defectives into industry (para. 52). 

(xvii) The supervision of patients on licence from an institution should be a 
statutory duty of the local health authority (para. 53). 

(xviii) Local health authorities should be empowered to provide hostel accom- 
modation for mental defectives under statutory supervision who are without 
suitable homes, and to provide the necessary facilities for rehabilitating 
the defectives admitted. There should also be hostels for observation of 
doubtful cases and for care of harmless aments and elderly confused 
persons (paras. 54 to 59). 

(xix) Defectives of all ages should be entitled to the benefits available for normal 
schoolchildren and other types of handicapped Children. Local authorities 
should have power to grant financial aid without prior certification of the 
defective and placement under the guardianship of his parents (para. 60). 

(xx) It should be made a duty of local health authorities to provide occupation 
centres, or home teaching where a patient is unable to attend an occupation 
centre (para. 62). 

(xxi) iMental defectives on licence charged with a crime should he dealt with 
in a private court and, if proved innocent, should be acquitted (para. "63). 

(xxii) Mental defectives should not be prevented by law from marrying, but 
marriage should not automatically entitle [hem to be discharged from the 
Mental Deficiency Acts (para. 65). 

(xxiii) Prevention, domiciliary care, institutional treatment and after-care should 
be reunified under the control of local health authorities and institutions 
(including mental hospitals) should be transferred to them (para. 67). 



Victoria Station House, 
Victoria Street, S.W.l. 
I st June, 1954. 
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Examination of Witnesses 



665. {Chairman): Gentleman, we are very 
Grateful to you for your very full memo- 
randum. I think perhaps the best way to 
,tart will 'be to take your summary of 
conclusions, and I will ask you a few 
questions about that. As regards (i), I do 
not want to ask you many questions about 
the changes of terminology such as you 
suggest in mental illness, because these are 
largely drafting matters, but I should like 
to ask you some questions about the new 
terminology which you suggest in the case 
of mental deficiency, because I am not sure 
that they do not indicate a desire to extend 
the definition of mental _ deficiency very 
materially. You suggest in the first -place 
wming out all distinction between mental 

deficiency and maladjustment. That does 

mean a very large extension of the defini- 
tion of .mental deficiency, does it not/— - 
{Dr. Roberts ): I think it follows from the 
little use which is made of the term 
“moral defective”. It has not been a very 
commonly used classification. 

666 Your -proposal for a definition 
“ socially maladjusted " was intended to 
apply to the whole range of deficiency, not 
merely to moral deficiency, was it not?— 
That would be so, Sir. On the other 

hand, if I may recast our ideas, having read 
the evidence of the Ministry of Health, 
and the suggestion there that the moral 
defective has a much wider connotation than 
is usually felt, we would agree with the 
Ministry of Health’s definition of a moral 
.defective there, which would help very 
much both in the suggestions we have made 
as regards psychopathic personality and 
also as regard's mental deficiency itself. 1 
do not know if I have made myself clear? 



667. Yes, I quite see that. But as regards 
moral deficiency, you say that the phrase 
“moral defective” is out of date. In what 
respect do you regard it as out of date l 

.Because it is so seldom used, and it has 

generally been felt to be so restricted an 
its connotation, il do not think I have ever 
seen a person certified as a moral detec- 
tive, but I think it could be extended in 
the way the Ministry of Health has 
suggested. 

668. You would support the Ministry of 
Health’s suggestion, then, Then_ you 3.1 s0 
suggest .getting rid of the proviso about 
“arising -before the age of 18”. You say 
that mental defect may occur and be ascer- 
tained at any age. Of course it may be 
ascertained at any age, but what do you 
mean by saying that it m-ay occur at any 

age? I think we mean that it can be 

ascertained at any age, Sir ; the important 
thing is the ascertainment at any age and it 
should not be restricted to the ages under 
18. 
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669. But in the case of ascertainment at 
a later age, are you severely hindered by 
the fact that the deficiency is supposed to 
have arisen before the age of 18? I 
think it is very seldom that you do ascer- 
tain at a later age. You usually expect 
ascertainment to have occurred -before the 
age of 1-8', and it is very seldom that you 
would set out to ascertain a person over 
the age of 18. There is nothing to stop 
you, I quite agree. 

670. That leaves me wondering why you 
want to get rid of the proviso about aris- 
ing before the age of 18. What inconveni- 
ence does it cause? You say in paragraph 
40: “ Mental deficiency can occur and can 
be ascertained at all ages and any new de- 
finition should be framed in -the light of this 

fact”. {Mr. Banwell ): The two do go 

together, Sir, with respect, do they not? 
If we think it can be done at all ages, then 
the -barrier at 18 is unnecessary. But I 
am the first to admit, as a lawyer, that this 
is very largely a medical question, not a 
legal one. 



671. But can it occur after 18? Are you 
really referring to what the law at present 
means -by a mental defective? Can that 

defect occur, arise, at any age? {Dr. 

Roberts ): -I think it -was introduced when 
we had a spate of persons with deficiency 
following sleepy sickness, encephalitis 
lethargica, about 1918, and 1 I suppose it 
was felt a similar chronic infection of the 
brain like that might give rise to a state 
more like mental deficiency than mental 
deterioration, and it might be easier to 
certify such people as mental defectives. 

67'2. Have you -known of cases of men- 
tal deficiency arising as a result of enceph- 
alitis lethargica after the age of 18? — —It 
can occur after 18 or before 18, and it 
was rather an artificial distinction at that 
time to put the age of 18 in. It was put 
in as an improvement over the earlier de- 
finition of mental deficiency arising from 
birth, as it were, and no-w in order to avoid 
'any particular arbitrary age of 18 we say 
that it might arise at any age. 



(Chairman): Would any member of the 
Commission like to ask any questions on 

(i)? 



673. (Mr. Jackson): Yes, I would like 
you to elaborate a little what you under- 
stand by this phrase “ social inefficiency , 

in your paragraph 39. 1 suppose most 

of us were thinking of problem families, 
where you frequently have an association 
of a socially unfit family associated with 
mental deficiency which perhaps ordi- 
narily would not be sufficient to get the 
man certified or dealt with, but with con- 
tinuing social deterioration which occurs, 
vou should be aible to deal with a man 
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both from the social aspect of himself and 
his family and also from the mental 
deficiency aspect. 

674. What do you understand by the 

moral defective at present? 1 think we 

looked very closely to the definition as 
given: “Persons in whose case there exists 
mental defectiveness coupled with strongly 
vicious or criminal propensities. ...” I 
think we had always looked upon the 
mental defectiveness there as being an edu- 
cational defectiveness in the usually accepted 
term, Sir. 

675. Has not that been used very con- 
siderably in respect of sexual immorality? 

1 have used the definition “ moral 

defective” very little. I have seen very 
little use made of it. 

676. But you are suggesting that it should 

be linked definitely with criminal ten- 
dencies? Yes. I think it could be even 

wider than that. 

677. Your suggestion actually would be 
narrower than the present use of the term? 

Except that moral defectiveness is 

seldom given as the reason, from what I 
have seen, for certifying a person. 

678. This is what I am leading to : why 
do you want to leave it in? Do you want 

a separate heading for that? (Mr. 

Banwell ): I would like to go back to the 
Chairman’s original question. I do not 
think we were trying to extend the scope of 
mental deficiency, but we wanted a re- 
casting of the present definitions. Trying to 
read those tiwo together, it seems to me we 
were trying to make use of the word 
“moral defective ” not in its present 
form, which according to Dr. Roberts has 
been very little used, but to cover this 
type of case of the socially maladjusted and 
the immature person with criminal ten- 
dencies. If you like, it is really a new use. 

679. (Mrs. Braddock): On this question 
of ascertainment at 18 or 'before 18, what 
process would you suggest for dealing with 
anybody over the age of 18 years, where 
there is no earlier evidence of defect? Is 
not the position now, that you can ascer- 
tain after the age of 18 only if you had 
had some evidence of deficiency before the 
age of 18? Is that the reason you are 
suggesting that the 18 years of age should 

go? (Dr. Roberts): Yes, because you 

might bring a number of people into this 
definition whom you find out to be mental 
defectives but who have missed being found 
under the age of 18. 

680. Have you any examples at all? 

Yes, I think I can remember one or two 
who have slipped through the educational 
net. They have not been to school, they 
have missed going to school and missed 



being ascertained there, and therefore they 
■had not been found out until later on in 
their lives, when we realised that they 
should have been ascertained. 

681. How do you come into contact with 

them afterwards? You may find them at 

the remand home, as criminals brought up 
for consideration there, or you may find 
them as .mothers of families who are not 
able to look after themselves, and you look 
up their school history and you may find 
that they have really had very little school- 
ing and they have managed to miss the 
examinations which went on, and 1 they only 
really come to light later on in their lives. 

682. So the position is that you say you 
cannot deal with them now because you 
have not the evidence that there was some 
mental deficiency before they were 18?- — - 
Yes. 

683. ( Chairman ) : Passing to (ii), 1 do not 
think we need go into that. If I may 
venture to say so, I think you have given 
strong evidence that the present complicated 
provisions for admission do need to be 
consolidated. Passing to (iii), I am puzzled, 
in your paragraphs 16-18, by your desire 
on the one hand to get rid of the legal 
process so far as you can, that is to say, 
to get rid of the magistrates out of the 
process of hospitalisation, but you make an 
exception of violent cases. Why should the 
magistrate be more necessary in a violent 

case than in a non-violent case? 

Because the violent person may do 
some harm, and he may claim that he 
has done it because he has been restrained, 
and if you have the backing of a magistrate 
•to show that your action, was right in 
restraining him then I think it safeguards 
you to some extent. 

684. But surely if he may do violence it 
is an even clearer case for the daily autho- 
rised officer or the relative to send him 
straight to hospital? I do not see the 
logic of saying a magistrate is specially 
required when the patient is a danger to 

himself or to others. He may show his 

violence on being removed, and he may 
commit a crime on either himself or some- 
body else, and you have to justify yourself 
in taking an action of this kind. It is just 
as well to have a legal backing, I think. 

685. You think that a violent person has 

special claims to legal protection? I 

think the authorities also should be pro- 
tected, Sir, because, as 1 dare say you know, 
a violent man being removed often gets a 
lot of sympathy from the crowd.— (Mr. 
Banwell ): It is the difficult question of 
the liberty of the subject, and I suppose the 
feeling is’ if anyone attempted to remove 
us forcibly when we were of sound mind 
we should possibly show considerable 
violence — in fact the very violence might 
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be an indication that we were mentally quite 
sound rather than the reverse. .1 think that 
quite frankly was in the minds of my 
committee when they, put this in. 



68*6. I think you will agree it is a rather 

tenuous point? 1 think it is one of those 

most difficult things to argue logically at 
all but it is this fear, this very strong fear 
which we have in this country, of doing 
anything to take away a man s freedom. 



<587 Then, on your .paragraph 16, I am a 
little 'puzzled by your emphasis on the 
observation ward or psychiatric unit of a 
non-mental hospital, a general hospital. 
Why are you so anxious that diagnosis 
should take place elsewhere than in a 

mental hospital?- (Or. Roberts)-. There 

is the point— t think it is made laler on, Sir 
—that mental symptoms are sometimes -a 
manifestation of other types of illness, and 
it is important that that should be cleared 
up first of all. There is undoubtedly also 
a certain stigma still associated with mental 
hospitals, and people might more § easily 
go 'to an ordinary hospital than into a 
mental hospital to start with. 



disease? 1 think you would, Sir, There 

is the question of the old senile case ; I 
am thinking of the old person who is 
ill and going into a unit where he should 
be assessed as to what should be done for 
him. There is no reason why a person 
should not go to a ward to be assessed, 
though I agree there would be differences 
in the case of the mentally sick person and 
the senile case. The suggestion at the 
moment is that there should 1 be an annexe 
where an old person should be assessed. 



691. That is a different question. I think 
we tend to be obsessed by this question of 
senile cases, and there again your memoran- 
dum on that subject seems to assume that 
an old person who is senile is never suffer- 
ing from definite menial disease. A very 

large number of old people are suffering 
not only from the disease of senility but 
from a definite mental illness which comes 
on later in life. 



692. That does rather raise the question, 
does it not, whether senile dementia can. be 



UUv>) 1 L Uvl, Wllwlllti uvlJUv uuuivuuh. w ... 

treated in all cases as a classification apart? 
1 would agree ; it can manifest itself 



6i 8>8 . But have you considered one of the 
difficulties about observation wards, % in 
mental hospitals or elsewhere, that just 
because they are observation wards they 

tend to be indiscriminate? That is very 

true, but of course their real object still 
remains to decide whether a person can be 
treated, whether he should be certified or 
what is to be done with him. They should 
be .put to their proper use. 



in many ways, and an old person who shows 
mental symptoms may quite easily suffer 
from a mental disease apart from senility. — 
(Mr. Gardiner) : The point in our memo- 
randum, Sir, is that even though an old 
person may be suffering from a mental 
disease it may be possible to deal with him 
without certifying him, thus avoiding the 
legal consequences of that and the social 
consequences o.f it for his family. 



•689. You were talking just now about 
the violent case. If you mix up violent 
and non-violent cases in the observation 
ward, do you gain very much? Then you 
also have what is apt to happen, m the 
psychiatric ward of a general hospital, that 
you get cases which a general hospital is 
not equipped to deal with — f mean violence 
in the sense of wanting to escape, and so 
on — then you have to pass them on to the 

mental hospital. 1 am quite certain some 

would be passed on very quickly as being 
quite outside the province of the ordinary 
observation ward in an ordinary hospital, 
but there are quite a number who would 
benefit by staying there and being investi- 
gated to see what could be done about 
them. 



693. Yes, but that does not apply only 
to old people? No. 



694. (Mr. Jackson): I would like to ask 
something about a sentence which occurs in 
paragraph 18 ; you say : “ It is realised that 
the obvious drawback to this suggestion 
would be that a patient could be detained 
for six months without any lay person 
having a say in the matter ”. Is not that 

a rather 'startling proposition? (Mr. 

Banwell) : Do you mean the sentence, or the 
whole proposal in that paragraph? 



695. The proposal that a person might be 
detained for six months without any lay 
person having a say in the matter.-——! 
think we realised it and thought we had 
better point it out. 



690. I confess I do not quite appreciate 
why, if you have got a recommendation 
from even one, let alone two doctors, that 
a man is mentally ill, why you should attach 
particular importance to his not being senx 
to a mental hospital. I am talking now 
about cases which in the (modern phrase are 
agreed to be certifiable or probably 
fiable, but you would not in any other 
disease say that you should very carefully 
send the patient to some hospital which is 
hot a specialist hospital in the particular 
30188 



696. Yes, but is it not more remarkable, 
coming from local government circles where 
the importance of the lay person is some- 
times emphasised? Yes, but I would not 

have thought it was a question of local 
government. This is a question of a lay 
person acting in a judicial capacity here, is 
it not? 



697. Is it not rather a handing over to 
the expert, without any check by the non- 
expert 9 1 think we fully realise that, 

and that was why in putting it here wc not 

A 7 



Printed image digitised by the University of Southampton Library Digitisation Unit 



134 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



only explained it but we wanted to mb in 
the fact that we realised this was rather 
surprising, but nevertheless we still did take 
this view, and this is a document which, if I 
may say so, has been approved iby a com- 
mittee largely consisting of laymen. 

698. (But is there not rather an obligation 
on you to show why you should want to 

get rid of the lay element? 1 would hope 

that we had made that clear in paragraphs 
16, 17 and 18. 

699. I do not see from those paragraphs 
what objectionable feature the lay element 
would give. — -Surely what we are up 
against simply is this fact that the public 
do look on mental illness as something 
different, and the thing which they are 
frightened about in terms of social stigma 
is the question of certification. We have 
tried hard, here, to put forward what we 
thought were practicable proposals for 
having mental illness treated as an illness 
and not something about which everybody 
else in the family was thoroughly ashamed. 
I cannot put it to you more simply than 
that. But in the process it may be that 
we are saying something which is a little 
dangerous. I think probably we thought 
that ourselves, and that is why we put this 
sentence in ; it is a choice if you like of 
evils or difficulties. 

700. You mean there is a stigma attach- 
ing to being certified, but one can avoid 
that by the possibility of being detained for 
six months on the certificate of two doctors, 
which curiously is not called certification? 

What is the difference? (Nothing in fact, 

obviously, because if they are in there for 
six months they are in there for six months, 
whether it is on the certificate of a doctor 
or of a lay magistrate, but we are trying 
to meet the fact that we know this is the 
attitude of the average lay person, and, 
feeling that it is necessary that we should 
encourage people to have, treatment for 
mental illness, we were trying to devise a 
method which protected the public against 
improper, shall I say, imprisonment, but at 
the same time made sure that the doctors 
could see them for a reasonable time and, 
we ho.ped, to their benefit. I can only put 
it to you as the choice of evils or difficulties. 

701. I. quite see it, but I wanted it put 
very plainly like that. This amounts to 
certification, but we agree not to call it 

certification? 1 do not mind if you call 

it so. 

702. (Mrs. Braddock ): You are suggest- 
ing it should be on exactly the same basis 
as an ordinary illness? There are patients 
who remain in ordinary hospitals for 
longer than six months for treatment; there 
are. tubercular patients who remain in sana- 
toria for three or four years for treatment, 
they are detained because they need treat- 
ment, and you are suggesting that under 



similar circumstances a person who has a 
mental illness could be dealt With rather 

than have the stigma of certification? 

We are up against the fact that in the case 
of tuberculosis, for example, the mental 
state of the patients is such that they 
judge that it is wiser for them to stay there, 
whereas in the type of illness we are talk- 
ing about unfortunately that might not be 
their attitude of mind, and we have tried 
to effect the safeguards through the medical 
officers. 

703. (Dr. Rees) : Do you believe that the 
patient would ibe adequately safeguarded 
if powers were given to the next of kin or 
to the lay members of . the hospital man- 
agement committee to discharge the patient 
within six months? What you have said 
here is that the patient could be detained 
for six months without the intervention of 
a lay person, and I am suggesting to you, 
supposing the lay person could interfere in 
one of two ways, either the next of kin 
could discharge the patient, or lay members 
of the hospital management committee 
could discharge the patient — would that be 

adequate protection for the patient? 1 

think the sentence which Mr. Jackson has 
quite rightly taken us up on was really 
dealing with the right to detain and keep, 
and we have expressed views later about 
easing, subject to certain safeguards, the 
bringing of people out. 

704. Yes, but you have not answered my 

question. Would that be an adequate safe- 
guard? As far as we are concerned we 

do not mind what safeguard is devised if 
it is felt that what we arc proposing is 
dangerous. I think we recognised the 
element of danger in it. 

705. And it is a fact that the relatives 

look at a magistrate’s certificate differently 
from the doctor’s certificate? Yes. 

706. And in fact the doctor’s certificate 
need not be a certificate, it could be a 

recommendation, could it not? Yes. It 

is this horrid word “ certification ”, it is the 
horrid impression which it seem® to create 
in the minds of the public. 

707. Under the (Mental Treatment Act, 
Section .5, patients are sent in on the recom- 
mendation of two doctors. Could not the 
same thing happen for the unwilling patient 
as well as for the non-volitional patient? 

Personally I would see no objection to 

that. — (Professor Tylecote ): I should take 
out the word “ certification ” there and put 
in “ recommendation ”. 

708. I would like to go back to paragraph 
■14, where you suggest that the term “ men- 
tal hospital ” is inappropriate and that a 
more appropriate title should be sought. 

Have you any suggestions? (Mr. Ban- 

well)-. What this really amounts to is that 
we isee no reason why you should not drop 
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the word “ mental ” altogether, as in fact is 
being done all over the country, and call 
the mental hospital 'by a name, as> you call 
a hospital for any other form of illness. 

709. Is not that being done? — -It is 
being done, yes, Sir. 

710. (Chairman): I am not quite certain 

what you mean. The form of illness is 
mental. What name do you want to attach 
to a mental hospital? Do you want to wrap 
•it up in Greek and call it a psychiatric hos- 
pital? 'We are up against this old ques- 

tion, which wc can go on talking about for 
a long time ; the public in. our opinion are 
afraid; of the word “mental”, and they 
are afraid of the word “ certification ”, and 
if in fact you can call the 'London Mental 
Hospital the London Hospital, or call it by 
some other name, the St. George’s Hospital, 
or the Hospital in Carlton Gardens, by all 
means do that and drop the word “ men- 
tal”. ll do not think we are really intend- 
ing to say any more than that. — i (Alderman 
Yarke ): We have had given to us by our 
members many examples of this process, 
and I know one myself. There is a very 
large hospital at Wakefield; it was once 
called the Wakefield Asylum, then it be- 
came Wakefield Mental Hospital, and now 
it is called Pinderlields Hospital, and that 
is the only name they use. We think it 
is a most desirable thing and 1 we. think 
that policy might be followed. 

711. (Mrs. Braddock ): Can you be 
certain even under those circumstances that 
anybody going to that hospital would not 
immediately be considered to be a mental 
patient? There is no way of getting round 

it (Mr. Banwell): iNo, but it does seem 

•at the moment that there is less disinclina- 
tion ; there is no logic in this and no intelli- 
gent answer to it. 

712. (Chairman): In my youth there was 
a strong disinclination ever to be sent to 
Colney Hatch ; they have now had to alter 
the name, and how long the name is going 

to remain respectable I do not know. 

f Professor Tylecote): In many cases where 
the word “ mental " occurs in the title of 
a mental hospital it has been tacitly dropped 
locally, for instance, there is Crichton 
•Royal, Cheadlc Royal, there is the iMendip 
Hospital in Somerset ; nobody locally ever 
uses the word “mental” in connection with 
these hospitals, and that is a great advan- 
tage from the point of view of the local 
authority and other people who are con- 
cerned with these cases. — (Dr. Roberts ): 
When our treatment of mental cases im- 
proves I do not think people will object 
to the word “mental”. It is a reflection 
on what has happened in the past which 
still continues, that we do not like to hear 
the word. I think o.nce we get) better treat- 
ment and get people in and out much more 
quickly, nobody will object so much. 



713'. (Mr. Bartlett): Am I to assume from 
what the witnesses have said that if the 
/word “ certification. ” could : be removed 
from our vocabulary there would be less 
(objection to the word “ mental ”? (Pro- 

cessor Tylecote): Yes, if instead of “ certi- 
fication ” we could have “ recommendation 
•of two doctors ”, it would help a great deal. 

714. (Dr. Rees): Does not the stigma 
arise largely from the fact that at one time 
only advanced cases of mental illness and in 
fact dangerous cases were admitted for 
•treatment, so we have carried on and the 
•stigma has attached to the mild cases which 
•are going in today? Yes. 

7.15. (Mrs. Braddock): Do you not think 
the best way to deal with this is to have 
very extensive propaganda amongst the 
public that mental illness is just similar to 
physical illness and requires treatment in 
hospital? That it is rather some publicity 
which is required to educate the public on 
this particular matter? Do you not think 
the time has come when that should be 

attempted? (Aid. Yorke): . I entirely 

agree with the suggestion which has just 
been made, Mr. Chairman,, and, taking the 
broader view of that, we have got to face 
up to this question whether we are to 
persuade the public that there is no 
disgrace, no stigma, in mental illness. The 
note we believe we must strike is that 
people who suffer from mental illness are 
entitled just as much to sympathy as any- 
one who suffers from a physical illness, and 
indeed we arc very keen, about educating 
the public in that connection. If that is 
the broad general policy then I think we 
have got to have regard to all these other 
features, the name of the hospital or any- 
thing of that character, and make the 
public realise fully that there is no difference 
in principle between a mental and a 
physical illness. — (Dr. Roberts): We could 
take tuberculosis as an example ; there was 
the same stigma attached to tuberculosis 
exactly, but now that the treatment is better 
and at is known to be curable people are 
coming forward to be examined, in the 
same way that we hope mental, cases will 
come in future when treatment is better. 

716. (Chairman): There is one point on 
paragraph 17 ; you refer to the reluctance 
of doctors to certify, and their fear of 
litigation. Have you ever known an action 
brought against a doctor since the passage 
of the Mental Treatment Act? Section 16 
seems as drastic a protection as you could 

possibly have. 1 do not know of any, 

but I still feel doctors dislike certifying 
people. 

(Chairman ) ; Of course, but fear of 
litigation, is a different matter. 

717. (Dr. Rees): Is it not the fact that it 
is rather unusual for private doctors to 
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certify anybody if they can get the hospital 
doctor or a local authority doctor to do 
so? — — ' (Professor Tylecote)'. Yes, in ninety- 
nine cases out of a hundred they refuse 
altogether to have anything to do with it. 

718. And it was towards the local 

authority doctors in the old days, and 
nowadays to the doctor attached to the 
observation ward, that they look for the 
certifying? Yes. 

719. (Chairman): Passing on to (iv) of 
your summary, paragraphs 20 to 22, your 
proposal I gather is that the Superintendent 
of a mental hospital should be able to refuse 
a request for discharge from the relatives 
not only when he thinks that the patient 
would be a danger to himself or to others 
if released, but purely if he does not think 
it in the interests of the patient. You are 
very anxious to make this whole process 
so far as possible like any other hospital ; 
the one alleviation which the family has 
got -now is that they can get a discharge 
unless the patient is dangerous. Do you 
think you are going to encourage a proper 
attitude to all mental disease by making it 
so much more difficult to get a patient dis- 
charged?—— (Mr. Banwell ): I think, Sir, 
there is one thing here we should like to 
add to this paragraph. We adhere to para- 
graph 20, Sir, but we recognise that if 
those powers are to be given to a Medical 
Superintendent there should be some 
method of appeal ; in other words, that 
the relatives should have a right to go to 
someone or some group of people _ to 
challenge the decision of the Medical 
Superintendent. 

720. To whom should he go? I think 

we find that much more difficult _ to say, 
Sir. I am inclined to think that this is the 
type of case where we should want to bring 
in the lay magistrate, or a magistrate’s 
court, rather. 

72.1. Is not the real difficulty about the 
magistrate at the present moment that when 
he is brought into the process of certifica- 
tion he is not judicially deciding between 
two contentions for and against, whereas 
in this sort of case where there is a conflict 
between the superintendent and -the relatives 

he would have a clear case to decide? 

(Aid. Yorke ): Speaking for myself, from 
the point of view of a lay magistrate, I 
think if there was an appeal by the patient 
or someone on behalf of the patient it 
•should be taken before an ordinary court, 
•and the court should hear the evidence for 
-or against, taking the evidence from the 
local authorities on the one hand and the 
.'superintendent on the other, and the 
relatives of the patient if necessary. I do 
•not want to enlarge on this, but the desire 
to get a patient out springs sometimes from 
•financial interest. If the patient has shown 



some response to treatment, perhaps the 
urge is from the family to bring another 
wage earner into commission, or something 
of that (kind. 'But if the appeal were heard 
in an ordinary court, I think that would 

satisfy the requirements. {Dr. Roberts): 

There are occasions — we have met them — 
where relatives quite blindly go and dis- 
charge the patient, and the patient is found 
with no one caring for him ; the relatives, 
.having obtained his discharge, just leave 
him to fend for himself, and sometimes he 
may not be found for some time, and it is 
to avoid that sort of tragedy that we would 
like to have something done. That sort 
of thing has .been known to happen, and 
we have had to try and deal with it. 

722. (Mr. Bartlett ): On paragraph 20 
dealing with the question of the power to 
discharge forthwith a patient absent from 
hospital on trial on a medical certificate 
from his family doctor, do I understand 
that the paragraph is intended to convey 
that that discharge should take place auto- 
matically whether or not the Medical 
Superintendent considered the patient to be 

suitable for discharge? (Mr. Banwell): 

This is not a discharge on trial, Sir, this is 
an absolute discharge about which we are 
talking, are we not? 

723. Yes, but the patient is on trial, and 
it is suggested here that where a patient is 
on trial, on the certificate of his family 
doctor there should be power to discharge 
the patient. I am wondering if it is in the 
minds of the witnesses that the patient 
should be discharged, if that certificate is 
available and deposited with the Medical 
Superintendent, in spite of any evidence 
the Medical Superintendent might place to 
the contrary that in his opinion the patient 
is not fit to -be discharged. Would the 
witnesses agree then that he should still be 

discharged? {Dr. Roberts): Surely when 

two doctors were discussing they would go 
over that point together, but if a family 
doctor has this patient under his care and 
he thinks he is fit, I think he should be 
allowed to get his discharge. I see no 
reason why he should _ not. The doctor 
takes responsibility for it. 

724. Even if the Medical Superintendent 

provides evidence to the contrary? Yes, 

but the family doctor presumably would 
know that this was available, and if 
despite that he makes his decision to dis- 
charge the patient, I should say Yes. 

725. (Mr. Jackson): May I come back 
again to this point in paragraph 20 ; you 
are again really suggesting a reduction in 
the civil liberties aspect of this matter, 
in that the Medical Superintendent could 
refuse discharge if he thought it was not in 
the interests of the patient — that is a reduc- 
tion definitely on the present position; At 
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the same time you want to make the treat- 
ment of mental illness as close as you can 
to ordinary illness, both institutionally and 
generally in people’s minds. Is not this 
somewhat inconsistent? Are people going 
to be so willing to resort to a mental hospi- 
tal, if your recommendations are adopted 
and it is easier to keep people inside them? 
— — (Mr. Banwell) : I think my comment on 
that is that the whole of this is inconsistent 
in one sense, in that one is always trying 
to reconcile the two difficulties, that you 
have got an illness you want to treat which 
of necessity means depriving the patient of 
his liberty, and all the time you are try- 
ing to strike a balance between one and the 
other, and in this particular case we say 
that in the light of experience relatives do 
come and take the discharge of patients in 
two sets of circumstances which we think are 
detrimental to their treatment ; one is that 
the home conditions are such that at that 
stage of their illness they ought not to go 
back to their home, and secondly, where 
in fact they have not so far recovered that 
the Medical Superintendent thinks that they 
should go back, and we are suggesting — 
and J would admit this is a deterioration of 
the present conditions in terms of freedom 
— we are saying in those two cases there 
should be an opportunity of at least calling 
a halt for a period. 

726. My point is, may it not lead towards 
a greater reluctance to go into a mental 
hospital, a feeling that, under these sugges- 
tions, one might go in on a certificate of 
two doctors for six months, on your pre- 
vious suggestions, and at the end of that 
the Medical Superintendent and he alone 
can say: “ 1 N 0 discharge”? Is not that 

going to lead to a greater reluctance? 

Certainly it may, Sir, and all I can say is 
that I think that is entirely a matter of 
opinion. And, with the greatest respect, 
no doubt it is something on which the Com- 
mission will express an opinion. At any 
rate our opinion is that on balance this is 
a thing which ought to be done, taking all 
that into consideration. — (Dr. Roberts)'. 
And with the proviso that there could be 
an appeal to a magistrate, as has been 
suggested. — (Aid. Yorke): And of course, 
Sir, it is not unknown for patients to be 
in conflict with their relatives on the ques- 
tion of discharge. -I have known cases 
where the relatives have made an applica- 
tion for discharge and the Medical 
Superintendent has been inclined to grant 
it, but the patient has objected. I have also 
known cases where the patient has been 
sent home for a period and the relatives 
have wanted to keep the patient at home, 
and the patient has gone back to the 
hospital himself. 

727. (Mrs. Braddock ): One thing you do 
not mention is if a person is discharged 



under these circumstances, who takes re- 
sponsibility for any actions that he may 
commit while out under these circum- 
stances?— ; — (Mr. Banwell ): I suppose the 
law remains as it is in that respect, does it 
not? We are not saying they should not 
go out, we are proposing restrictions on the 
ease, with which they can go out, in this 
particular case. 

728. {Dr. Rees): Have you any figures to 
substantiate this statement that the relatives 
have abused Section 72 since 1948, apart 

from the three cases quoted here? (Dr. 

Roberts ): These three cases all occurred 
within one week, which is the reason why 
our attention was drawn to them. 

729. But they may be most unusual, that 

is why I asked you for more evidence. 

I do not think it is unknown — I am speaking 
purely for my own area — for this to occur. 

I would not say it happens every day, but 
the fact that three cases occurred in one 
week drew our attention to it. It does 
occur, there is no question about it. 

730. But would you not agree that the 

advantages which Section 72 gives to the 
patient at the present time would out- 
weigh any disadvantages arising? (Mr. 

Banwell ): This comes back to a matter 
of opinion, Sir, with great respect. 

731 . I am coming back to figures ; you 
quoted three cases., and I would like to 

get a little more evidence. 1 cannot give 

you figures, Sir, 'but again, all we can say 
is that this document has been seen by a 
very much larger number than are here of 
authorities from all over the country, and 
I feel sure that if they had been critical 
of this as a matter of experience we should 
have heard something about it. I do not 
imagine there are a lot of cases, but I 
would think there are many more than 
three. 

13)0.. (Chairman): Paragraph 24 in your 
memorandum deals with an increase in 
the age under the Mental Treatment Act 
from Id to 1*8 years. That is a small 
point. The next point is on paragraph 26. 
Am I right in thinking that you wish to 
extend 'Section 16 of the Mental Treatment 
Act in such a way as to give adequate pro- 
tection to a doctor in an ordinary hospital 

who has to deal with a mental patient? 

(Dr. Roberts ): This patient in an ordinary 
hospital has not been certified under any 
process of law, although he is mentally 
unstable, shall we say, but if he did some- 
thing it might be said that the doctor in 
the general hospital should have treated 
him as a mental case primarily ; and we 
should be safeguarding the doctor in those 
circumstances. 

733. You realise the difficulties I men- 
tioned before, if the accident happened due 
to the fact that the ordinary hospital may 
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not be properly equipped to deal with 
mentally unstable cases? It is rather dim- 
cult to give unlimited protection to an 
institution which takes the kind of cases 
it is not capable of dealing with? Yes. 

734. (Mr. Jackson ) : In paragraph 23 you 

suggest that a voluntary patient should he 
required to give an undertaking to remain 
in the institution for a reasonable period, 
sav three to four weeks. “ Such an under- 
taking should enable the Medical Superin- 
tendent to take the necessary steps to pre- 
vent his discharge within that period. Is 
this not letting the use of language get 
absolutely wild? A voluntary patient is 
to be required to give an undertaking and 
that undertaking may Ibe enforced. Does 
it not simply come down to the suggestion 
that this person mav be detained against 
his will for a period of three or four weeks, 
and do we gain anything by this circumlocu- 
tion of being required to give an under- 
taking that is enforceable? (Mr. 

Banwell ): 1 think in fairness to ourselves 
I ought to say we were only looking at 
this this morning, and that some of us 
had qualms as to the way in which we 
should be able to justify it to you if you 
asked us a question about it. May I try 
and put the difficulty to you? A voluntary 
patient goes in on the suggestion of rela- 
tives and his own desire, and the idea is 
that he is just going to go in for a day or 
two’s observation. Having got him an, 
having had him for two or three days’ 
observation, the medical adviser thinks un- 
doubtedly the best course is to keep him 
in for another fortnight. If you then try 
to take steps, which undoubtedly you could 
do as a matter of law if necessary to certify, 
there is the feeling that you have got the 
person there in the first instance by way 
of a subterfuge, and I think these words 
were added here because it was felt that 
this at least might toe a device to prevent 
such an allegation being made. I rather feel 
that it is rather quibbling with words, and 
it is highly questionable. 

735. (i Chairman ): Of course there is a 
point here, a point of substance which we 
have had put to us before. Where a volun- 
tary patient asks for admission to a hos- 
pital he may refuse treatment afterwards, 
he may go out and come back again three 
or four times and still refuse, and I sup- 
pose we shall have to enquire whether 
there is anything in the doctrine of implied 
contract which could possibly apply to 

cases of this kind. 1 think we have 

posed a problem of which you are already 
well aware ; but I do not flhink our answer 
is really by any means an adequate one at 
all. 

736. (Dr. Rees ) : Would you be in favour 
of admitting patients to mental hospitals 
without any formality whatsoever, as is done 



in general hospitals? 1 think we have 

already put in here such formalities as we 
think are necessary, and we have rather 
reduced them. 

737. I mean without any formalities, the 

admission of voluntary patients without 
signing any form?-— — (Dr. Roberts ): I 

think we would like it ; if possible I -think 
that is what we would like to do. I am 
not sure whether we can do it, but that is 
what we would 1 like. — (Aid. Yorke ): We 
look upon that as an ideal, but many 
patients are persuaded .to go in by relatives 
or doctors, and what they say to them is 
this : “ If you do not like it you can come 
home ’’—that is the phrase that is used. One 
does not break faith in that, but on the 
other hand if the Medical Superintendent 
feels that in order to -make some measure 
of success in -the treatment of the patient 
he would require three or four weeks at 
least, then that is a point for consideration. 

738. Do you think the superintendent 

gains from being able to insist on that? 

I presume he meets with a fair measure of 
success with a voluntary patient by persuad- 
ing him to stay longer. He may be able 
to do that. It is very difficult, and as I 
say we examined this paragraph this morn- 
ing, and frankly we found ourselves in a 
little difficulty.— (Dr. Roberts): We tried 
to reflect what would, be the best course. 
I think it is useful to persuade the patient 
where you can, and there is also the ques- 
tion of home conditions to be dealt with ; 
but we decided to leave this paragraph as 
it is. 

739. (Chairman): May we go on to para- 
graph 27 in your memorandum? This is 
the case of senile dementia, which we 
already have discussed to some extent. 1 
am not quite sure that your proposals 
might not be a cure that is worse than the 
disease. As I understand it, because you 
think senile people should not be put into 
a mental hospital you want to provide some 
other form of detention, which is neverthe- 
less detention, under which the -old person 
could be detained on the simple certificate 
of a Medical Officer of Health — ‘I think 
you mentioned the National Assistance Act 
provisions to that effect— and you would 
set up a number of homes where senile 
people would have no treatment, no expert 
treatment. Are you not in danger, from 
the best of motives possibly, of informal- 
ising the provisions for old people so much 
that you can pop the old person away just, 
so to speak, on the say-so of the local 

health authority? Dealing first of all 

with the ones we handle under the 
National Assistance Act, I think I can 
say that very great trouble is taken 
to find a way of dealing with the 
ordinary old person, and I am quite certain 
a similar amount of trouble and care would 
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be taken if it was a case of bringing the 
old senile demented person, in. The other 
noint is that a very large number of senile 
Sementias die very quickly, as the figures 
we have would show, and therefore you do 
avoid certifying an old person who is likely 
to die in the very near future. 

740 I quite see. the advantages in your 
point ; but 1 think you should look at the 

dangers you are incurring. 1 quite agree 

with you that we should have to do some- 
thing for these old people ; we should see 
to it they should have medical attention. 



741 The public may well say that this 
proposal is merely going back to the old 
poor law system by which the superinten- 
dent of a workhouse could retain an old 
person in the workhouse— 1 think I am right 
—and the great danger is that the more we 
change 'the more it is the old, old thing. 

, (Mr. Banwell ) : It may be, but after all 

there were some good .things in the old 
.Poor Law. The only thing is that now you 
must not call it Poor Law, but 1 think there 
,are a number of things on which the 
changes that were then made went too tar, 
-and wc may well have to go back to it in 
some other form. However, here wo felt 
there was a real need which at the moment 
was not being met, and we felt it was 
necessary that some special effort should 
be made to meet this need. It is no good 
letting these people go back into tiheir own 
homes, and we are certainly not giving the 
right to relatives to say whether they should 
be restrained. Again 1 think 1 should say if 
it is felt that the certificate of the Medical 
Officer of Health is not an efficient legal 
safeguard, 1 think we would accept any- 
thing else that was thought desirable. How- 
ever I must confess -we were looking at this 
very much from the point of view of the 
needs of these people and the difficulties 
which would arise in the homes from which 
they come if they had to go back. — {Dr. 
Roberts): Another point is that many of 
these old .people do 'block beds in mental 
hospitals which could well be used for other 
patients. 



<i Chairman): There is no doubt there is 
.much to be said for your proposals, if all 
old people who grow a little weak in the 
bead were .needing no treatment at all but 
merely .needing care; but it is. not quite so 
simple as that I am sure you will agree. 



742. (Mrs. Braddock) : Are they not different 
sections? There are old people who become 
senile who require to be kept in bed, they 
must be in bed and must have treatment, 
they must be looked after ; and then there 
are old peo.ple whose families do not want 
them, who are really not mental but are 
senile and require attention. You are 
suggesting a sort of degree of attention 
through the different stages. from the 
hostel to the place where there is some sort 



of nursing and medical attention? {Mr. 

Banwell ): 1 am trying to avoid — I find I 
must use this term — the stigma of certifica- 
tion. 

743. {Chairman): Did you say pauperisa- 
tion? 1 said certification, but I would 

also agree with you in saying pauperisa- 
tion. It only conforms the view I expressed 
just now that there were quite a number of 
things we used to do under the poor law 
which it would be much wiser if we could 
do now under another name. 

744. (Mrs. Braddock ): Do you think it 

would be very unwise indeed to certify any- 
body over the age of 60 who had not pre- 
viously had any mental illness at all? 

(Dr. Roberts): I would not like to argue 
that question because I am not an expert. 

I think an occasion may ocour when for 
the person’s own sake it might be desirable 
to certify him and put a regular restraint 
on — cases of personal property and so on 
might arise — .but I would not like to chance 
my arm on that question. 

745. {Chairman): Then we come to the 
question of duly authorised officers. Do 
you wish duly authorised officers to have 
greater powers of entry than they have at 

the present moment? (Mr. Banwell): 

That is at the end of paragraph 33, Sir. 
At the moment they do not have any power 
of entry ; we think they should have it, Sir. 

746. Is that so? Has a duly authorised 

officer no power of entry? 1 believe that 

is the position. Incidentally, I ought to 
have apologised at the beginning for the 
fact that there were no Town Clerks among 
us today. It happens that those who 
advised this Committee through a series of 
mischances can neither of them be available 
for today’s meeting, I must make my 
apology for that; I am trying to do my 
best in their place. 

747. Where a duly authorised officer has 

a statutory duty, for instance, under Section 
14 to bring a person before a magistrate, 
has he got no right of entry for that pur- 
pose? 1 could not answer that; I do not 

think so. — (Dr. Roberts): I do not think it 
is precisely stated that he has, Sir. — {Mr. 
Banwell): We picked this up as a weakness 
in legislation; that is why we drew attention 
to it. 

748. I wonder if actual inconvenience is 
suffered by his not having powers of entry? 

(Dr. Roberts): I do not think very 

much. I have never found them unable 
to deal with a case, but I think they may 
have to get the police to go with them, 
for their own safety perhaps, but also it 
might be wiser if they could have power ot 
entry. 

749. i (Mr. Bartlett) : I should like to ask a 
question with reference to the training of 
duly authorised officers. I would be glad it 
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the witnesses could indicate to the Commis- 
sion what type of training they feel duly 

authorised officers should have. At the 

moment they may be faced with cases of 
mental ill-health, work of /which they know 
very little from the medical side. I am not 
suggesting they should be medical officers. 
However it is quite a responsible post. I 
feel very strongly about the responsibilities 
which they have, and I think they should 
have a course of training to deal with the 
legal side of their work and also to give 
them some knowledge of the cases they 
may have to deal with. At the moment 
there need be none at all. 

750. Would the witnesses go so far as to 

say that in their view duly authorised 
officers should have some training in psycho- 
logy or psychiatry? Would they go so far 
as to say that a male or female duly autho- 
rised officer should be a trained mental 
nurse? Often they are. 

751. Often they are, but should they? 

I do not think I would go so far as that. 

752. 'But you think it would be an asset? 

-I think it would be helpful if they were, 

or if there were some on the staff who 
were trained mental nurses. 

T5'3. (Dr. Rees): At present they are on 
the staff of the Medical Officer of 
Health, are they not. but they act inde- 
pendently of the Medical Officer of Health 
when they act as duly authorised officers? 
In some cases, yes. 

754. Do you think they should ever be 
allowed to act without consultation with a 

doctor? 1 think occasions do occur 

when they may have to act immediately. 
I think as far as they possibly can they 
should have a doctor there. 

755. You are quite happy that the duly 
authorised officer is a fit person to deprive 

anybody of his liberty for a period? 

One can only speak from experience, and 
it has worried us very frequently in my 
own department. We have given a lot of 
thought to that, and we do feel there will 
be occasions when the duly authorised 
officer may have to act on his own. 

756. Do you sometimes find differences 
of opinion between duly authorised officers 

and doctors? .May I put it like this, that 

the doctor is very often satisfied when the 
duly authorised; officer is not, and I think 
it is unfortunate. I would feel much hap- 
pier as Medical Officer of Health if there 
was more frequent consultation between 
doctors and duly authorised officers. 

757. Would there be any advantage in 

having the Medical Officer of Health in 
chief dealing with it for the local autho- 
rity? (Alderman Yorke): The answer is 

definitely. Yes. 



75-8. (Chairman): Are there any other 
views you would like to express about 
the duly authorised officer? I confess the 
name rather puzzles me. For half the time 
he is a mere transporter, and that is how 
he is usually thought of. He is duly autho- 
rised 1 forcibly to transport a mental patient 
who has properly been certified. On the 
other hand, he has certain independent 
duties to watch over the safety of the 
public under Section 14, to bring to the 
notice of a magistrate any case of pos- 
sible danger to the public, and the two 

functions do not really fit in together? 

(Dr. Roberts): He does other things; he 
prepares the documents. He gets the docu- 
ments ready on behalf of the relatives in 
certain cases. I think one always feels 
a little doubtful about it, but the only 
thing one can say is that they do their 
work very well on the whole. They are 

quite an intelligent crowd of people. They 
take their work very seriously and they 
are seldom if ever complained about. 

759. I was not criticising at all, but 
where you talk about training it is desir- 
able to make up one’s mind as to what the 
man’s duty is, bis professional duty. Is he 
a jack of all trades, doing everything that 
will save a Medical Officer of Health the 

unpleasant business himself? The duly 

authorised officer has frequent consultations 
with a member of my staff, and I think that 
is to be encouraged ; _ but nevertheless he 
may have to act on has own at times and 
he should be prepared and ready to do so. 

760. (Mr. Bartlett): Have you from your 
experience in the past found that there has 
been a very substantial degree of hostility 
shown to the duly authorised officer by a 

patient? There is no question that some 

duly authorised officers are more handy 
with patients than others. Some are able 
to manage the relatives very well and so 
on, but on the whole they manage very 
difficult situations extremely well. I think 
I have answered the question. O'f course 
it is always a difficult problem to deal with 
an acute mental case. 

761. What I had in mind was, of those 
concerned in assisting the .process of certi- 
fication, the doctor, the duly authorised 
officer and other people, would it be true 
to say there is a greater sense of hostility 
shown to the duly authorised officer than 

to- anybody else? 1 have seen hostility 

shown, and I have seen him get away and 
manage the case very well. I would' not 
say that in general there is more hostility 
shown to him than anybody else. — 
( Professor Tylecote): I have the greatest 
regard for these officers that I have known. 
I have always found them very helpful, 
and I have come to regard the few I have 
known as being bom, not made, and I very 
much doubt what special training is going 
to do. It can never qualify a man who 
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is not cut out for the job ; but if he is 
primarily the right sort of person it may 
help him. I regard -the innate qualities 
as being much more important than any 
training that you can give him. 

762. (Dr. Thomas ): Is it not the case 
that a large number of these duly autho- 
rised officers are men who have had 1 a life- 
time of experience as relieving officers, and 
•that now we have to think of the future 
and to think of young men and young 
women getting training to replace these 

people? (Mr. Banwell ): I think that is 

one of the reasons we made this comment 
here. If it would assist the Commission we 
would be quite willing to let you have a 
short paper giving an indication of what 
training we suggest they should have. — 
(. Professor Tylccote ): I have met with no 
hostility on the part of the relatives and 
the public to these officers. The old hos- 
tility against the relieving officer seems to 
have gone, so far as these people are 
concerned. 

7i63- {Chairman): With regard to (ix) in 
your summary; have you got any definite 
proposals about the system of collecting 
and making available the results of 

medical information, and research? (Dr. 

Roberts ): I have always felt that there 
is very little in the way of concrete know- 
ledge that you can pass to a general prac- 
titioner on mental ill-health. I think it is 
important to educate the general practi- 
tioner as much as possible in this matter, 
and anything that you can do to increase 
his knowledge and experience I think is well 
worth while. 

764. {Dr. Rees): Are you referring to 

statistical information as well? There are 
statistics published by the Board of Con- 
trol? 1 do not think, for example, it 

is realised by general practitioners indivi- 
dually how much mental ill-health there 
is in the community and what aspects it 
may take. They do not realise what an 
enormous problem it is, and that if it is 
to be dealt with properly they can do a 
lot of good in relieving mental ill-health. 
All that wants to ibe brought out very 
strongly. I think it should 'be presented 1 in 
a different way ; I think it should toe dealt 
with in a much more general way because 
mental ill-health enters into many, cases 
of illness where it is not often realised. 

765. {Dr. Thomas) : Would you feel there 
is room for alteration of the actual teach- 
ing of the student in his pre-clinical years, 
bearing in mind the small 1 time he spends in 

a mental hospital? 1 think the question 

of training in mental ill-health such an 
enormous matter that it should 'be con- 
sidered very carefully. That is one of the 
essential points. 

766. (Chairman): This is very interest- 
ing, but I am afraid medical education is 



outside the terms of reference of this Royal 
Commission. Turning to (x) in your 
summary, and paragraph 43, I was won- 
dering whether you mean in paragraph 43 
ithat the local authority should have a 
general duty for the supervision of defec- 
tives irrespective of the categories of Sec- 
tion 2 (il) ( b ) of the Mental' Deficiency Act. 
At the present moment the local authority 
has, I think, a general responsibility for all 
mental defectives subject to toe dealt with 
under 2 (1) ( b ). Are you proposing they 
should have a wider responsibility than 

that? (Mr. Banwell ): That paragraph 

raised the question whether it should be 
our duty to supervise defectives on licence. 
— (Dr. Roberts): No one authority is really 
responsible for the whole of the care of 
the defective. It is fragmentary between 
the relatives, the local authority and the 
hospital, and he falls between those three 
legs. It might be advisable for some per- 
son to be definitely responsible for these 
defective persons, and somebody ought to 
have a general oversight. 

767. (Dr. Thomas): I want to be clear 
on exactly what is envisaged here. In para- 
graph 43 1 you suggest that the supervision 
should continue after ascertainment of the 
patient, not necessarily after certification. 
Does that envisage therefore that the 
patient, once having been ascertained, will 
be supervised, or as the lay public might 
interpret it, be snooped upon, for the rest 

of his life? You could put it like 

that, but I . hope the public would not 
construe it in that way. We feel that 
even if a person is ascertained he may be 
lost sight of. It is a pity that someone 
is not really made responsible for. keeping 
ari oversight on him. I do not think any- 
body wants to snoop, but nevertheless I 
think we often feel a tragedy might have 
been avoided if somebody had kept an eye 
on him, if somebody had the responsibility 
for keeping an eye on him. 

768. I am trying to look at the problem 

from a legal point of view for a moment. 
Do you not feel that this would lead first 
of all to an unreasonable amount of build- 
ing up of lists of supervision cases in rela- 
tion, for instance, to a patient who is dis- 
charged from a hospital, discharged from 
a mental deficiency institution altogether? 
Has he not then got the right to live inde- 
pendently of any supervision? Yes, but 

I think he should always realise, that he 
can go back to the local authority if he 
has got a problem. That is how we try 
to get them to feel, that they are completely 
discharged 'but nevertheless there is some 
friend whom they can come to consult if 
they have any problems. 

■ 769. 'It is difficult to see how it could be 
•statutorily arranged. Have you any sugges- 
tions about that, on ascertainment only? 
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. Keeping contact with the patient is the 

only way one can do it. I think very 
■quickly you come to realise the ones who 
■do not want supervision, the ones who have 
■got good families; but you will realise 
•there are certain others who should be kept 
■under supervision, when they move from an 
area they should be notified carefully to the 
•other authority and the other authority 
•warned that they are to be kept under 
supervision. 

• 770. (Mr. Jackson ): I have one small 
point. We heard from a witness before 
that sometimes when the education 
authority knows a child is backward and 
is keeping an eye on that child, that the 
parents have not been informed until pos- 
sibly the child is due to leave school. 'Have 
you any experience of to what extent the 
parents are informed of the view the local 

authority is taking of school children? 

I think they have a statutory, obligation to 
know. I have not .the Education Act in my 
mind now, but surely when the child is 
examined the parents are asked to be there 
and they are told. That is my impression 
although I am speaking from memory now. 

771. '(Dr. Thomas ): The parents- have a 

right to' 'be present at the examination? 

I think IMr. Jackson was thinking of the 
type of case not so far advanced as that, 
where the authority are keeping an eye on 
a particular child. 

772. {Mr. Jackson ) : Yes, and the parents 

have not been told for some time after the 
local authority has been interested in the 
case, and it has come as rather a shock 
to the parents, who might have known a 
good deal earlier. 1 think it is a ques- 

tion of the liaison between the parents and 
the school authorities. I should have ex- 
pected them to consult together, Sir. 

773. It was simply that we had a witness 
who thought that was often not done. 
You have no experience that it is not done? 

il think it would be done. — (Mr. Ban- 

'■well): ‘I think that is a difficult thing to 
say. I would' not like to say that ; I 
would not like to give any broad generali- 
sation on that. When you reach the statu- 
tory position there is no doubt about it ; 
but (I would hesitate to think that every 
focal education authority does tell the 
parents of a child that they have doubts 
about that child. It may well be that the 
douibts will be resolved in the next 12 
months. 

774. (Chairman): Is it not rather a case 

of the old question how soon the parents 
■should have an uncertain tentative diagnosis 
of their child? Precisely ; it is very diffi- 

cult. 'I should have thought in many cases 
they maintain a discreet silence until the 
matter resolves itself. 



775. With regard to this question of the 
local education authority and the local 
health authority in the ascertainment of de- 
fectives, have you got any views as to how 
the present system could be worked more 
effectively? The whole of that section, 
paragraphs 41 to 44 in your memorandum, 
deals with the question of ascertainment. 
•I think your view seems to be that the 
•local health authority should review cases 
more carefully, and perhaps more continu- 
ously than they do at the present moment 
•after the case has. been notified) by the local 

education authority? Yes ; it is in fact 

or in law the same authority, the county 
borough council, or the county council. 

776. <1 was wondering whether you had 
any views as to how better integration 

oould be achieved in this matter. (Dr. 

•Roberts): Very frequently the education 
'authority quite rightly, try the child out 
■as long as they can in school, and it may 
•not be until the age of 16 that it is noti- 
fied as a mentally defective child, and then 
a new set of circumstances arise. Up to 
•the age of 16 a child has been treated on 
■certain educational lines. .No arrangements 
•may have been definitely made for its train- 
ing as a mentally defective child, but as an 
•educationally sub-normal child, so that you 
•have to reconsider the whole question of 
training that child for some work to earn 
•its living. It is particularly important be- 
cause these arc the better types of mentally 
■defective children. They have almost quali- 
fied in the educational stream, but they have 
■just failed. It is very important to see that 
•they are placed in proper situations. 

777. (Surely you have got plenty of time 
•to do that? Has not the local education 
•authority to determine at the age of 15, 
■possibly earlier, whether the child is going 
on for an extra year of compulsory educa- 
tion? If it does decide that at the age of 
15, the chances I fancy are very strong that 
the authority will wish to report the child 
as a mental defective at the age of 16 when 
he leaves school. You have got the whole 
year in which to- operate and consider hoiw 
you are going to regard that child. It is 

not dropped on you quite suddenly. It 

would be better to have it done earlier, 
because getting a defective trained and 
placed in a job where he can find a 
place is very important. The great diffi- 
culty is that they get into- blind alley occu- 
pations and then they become completely 
lost ; they are useless and they are dragged 
down much more. I think it is very im- 
portant, if possible, to come to a decision 
as early as possible with these borderline 
cases. 

778. Could you come to a decision, an 
irrevocable decision, as to ‘the deficiency of 
a child long before the age of 15 and pre- 
destine how it should be dealt with two- 
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years later? It would' ibe a matter of re- 
viewing again? -There are difficulties. 

The thing I would like to stress is to make 
the decision as early as possible as to what 
is going to happen to the child in the future, 
because otherwise they will go into the blind 
alley occupations and they will be com- 
pletely lost. 

779. (Dr. Rees): Where the t.wo services 

are under the supervision of the medical 
officer, it is the one and the same person, 
is it? (Mr. Banwell): We have men- 

tioned that in paragraph 44. In the county 
boroughs I should, think the number of 
cases in which the two officers are not the 
same must be very limited — three I think 
it is. 

780. (Dr. Thomas): With regard to the 
integration of the services and the child who 
is regarded as educaible until he is nearly 
16 and is rightly so regarded, would it in 
your opinion be of advantage still to regard 
him as an educational problem after that 

age? (Dr. Roberts): He always is an 

educational problem. I think in our occu- 
pation centres we do still try to give them 
a certain amount of ordinary formal educa- 
tion there. They must learn the signs of 
the road as to when it is dangerous to cross. 
They must be able to read if they possibly 
can. So formal education should be given 
even to the so-called mental defectives. It 
is also important to give them, as far as 
possible, some training in a craft so that 
they can earn their living. I think both 
these things must go together. 

781. Do you feel that the training in a 

craft could be arranged by the extension of 
the services of the local education authority 
into that sphere? — — I do not mind how ft 
is done. I think it is important that the 
education should not be broken off imme- 
diately at say 15 or 1-6, but the child should 
be able to continue under care, and if 
possible the decision should be made earlier 
because it takes a long time to train these 
children. — (Mr. Banwell): Such services 

would be available in a county borough 
because it is, in fact, the same authority 
and there is no reason why the authority 
should not provide further education for 
these children, as, in fact, I am quite sure 
they do. 

782. (Chairman): Coming to paragraph 

45, I think what you propose in paragraph 
45 for imbeciles and idiots is precisely 
what is provided under the present law, in 
Section 3 1 of the Act ; you are proposing 
no change? (Mr. Gardiner): That is so. 

783. As regards the feeble-minded, have 
you any views as to what should be done 
about feeble-minded defectives over the age 
of 21? Section 3 only applies to feeble- 
minded defectives under the age of 21. Do 
you think the parents should be able to get 



feeble-minded children admitted without 
certification to an institution, over the age 
of 21? Or have you not considered this 

point? (Dr. Roberts): Occasions do 

occur when, due to the family breaking up 
and one parent being left, with a feeble- 
minded child over the age of 21, the best 
and kindest way of dealing with it has been 
that. I do appreciate there would be 
difficulties. 

784. You are not prepared to make any 

recommendations about that? You do 
not make any recommendation about feeble- 
minded people in these paragraphs? 

(Mr. Banwell): We do not specifically refer 
to them, no. I think if you would like it 
we would willingly let you have views upon 
that particular subject. I think all we can 
say at the moment is that to some extent 
we had hoped to extend our powers of 
supervision, and we have suggested some 
other forms of possible accommodation as 
well. 

785. In paragraph 48 I was wondering 
what you meant by “a simple varying 
order That is above the age of 21 ; this 
is an alternative proposal here. — -{Dr. 
Roberts): Is this a case of a mental 
defective or a case of mental illness? 

786. In either case. You say that it 
might be possible to expand the Mental 
Treatment Act to cover all under the age 
of 21. Then you say: “above this age 
a simple varying order could be used It 

could be used for what purpose? When 

the person becomes 21 you might have to 
decide what you are keeping him for, 
whether as a mental defective or as a case 
of mental illness. — (Mr. Banwell): The 

purpose would be to continue the detention. 
That is at the end of the sentence. 

787. Up to the age of 21 he is a 
voluntary patient under his parents’ 
recommendation. _ Over the age of 21 he is 
to be compulsorily detained, and you say 

by a simple varying order? Or a 

modified form of certification. Sir, it is 
double-barrelled. 

788. Yes ; I do not know what the modi- 
fied form of certification is. 1 suppose we 

had in mind something which was more 
simple than the normal. 

789. I wonder if this is the place where 

I ought to ask you your views about the 
visiting magistrates, or rather the visitors 
appointed by magistrates under the Mental 
Deficiency Act, because this after all is one 
of the functions of the visitors, is it not, 
in the case of a mental defective at the age 
of 21, they have to decide or recommend 
whether he should be retained. Would 
your modified form of certification, take the 
form of a magisterial visitation, or what 
form would it take? 1 confess quite 
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frankly 1 do not think we had thought of 
that and I think quite clearly what we had 
in mind was that it was not appropriate to 
use the form of order which you would 
have for a person who was just certified in 
the case of a person who had already in 
fact been kept in an institution for a large 
number of years. That is the fact, is it 
not, in the type of case we are dealing with 
here. 

790. Then what you say about voluntary 

admissiion loses its meaning. 1 agree. 

We are back to the old problem. It may 
be that on account of the necessity for 
safeguarding the public it is necessary to 
stick to a more legal form. 

791. (Dr. Thomas ): That might also 
apply, under the last sentence of para- 
graph 45 in which you say:. “It is sug- 
gested that at six-monthly intervals the 
defective should be re-examined and his 
case reviewed by a medical officer inde- 
pendent of the institution.” I want to ask 
why a doctor independent of the institution 
first of all, and secondly why the magistrate 

does not come into it at that point? 1 

think the answer would be that this is one 
of those cases where we are leaning a little 
on the side of public safety, that is the 
desire is to make sure no person was 
improperly detained. — (Dr. Roberts ): The 
five-year period is rather a long time ; if 
one believes that training can bring some 
improvement to a defective then in view of 
that I think there should be a more 
frequent review of a patient. The fact that 
some institutions get them out to work to 
earn their own living and to fend for them- 
selves should be taken notice of, and these 
persons should be reviewed independently 
at six-monthly intervals. 

792. In actual fact, is it not the fact that 
the large majority of the cases you talk 
about as being discharged are not discharged 
by the magistrates? In other words, this 
is a safety measure to protect the patient 

from illegal detention? (Mr. Banwell ): 

Yes. 

793. Is that your point, that you want 
to have that safety measure more fully 
reinforced despite the fact that the large 
majority of patients are placed out first of 
all by the Medical Superintendent or com- 
mittee and then discharged through them? 
(Dr. Roberts): It is not universal prac- 
tice. We want to be quite certain that the 
patient is kept under this constant check 
•so that he gets the best chance of getting 
out. 

794. And that would be through, the 

magistrates? 1 do not mind who it is, 

but it should be somebody independent and 
there should be a report on the case. 



795. (Chairman): I am not quite clear 
about the reason for asking for a six- 
monthly review by an independent medical 

officer? We suggest it in all cases where 

it might be desirable for that to happen. 

796. What sort of cases?- 'For example 

you may have girls on licence, and it as 
frequently said by the person in charge that 
they are not fit for discharge. It has 
been known for the earnings of these girls 
to be used and misused, and had there been 
a constant regular review of these girls they 
would have realised they were fit to 'be 
discharged ; these people have been kept 
behind in this unfortunate way. 

797. Do you mean there are cases where 
hospitals allow their patients out on licence 
and keep them on licence although they 
are fully employed, in order that they might 

get their wages? No, Sir ; it is not the 

hospital ; it might be an unscrupulous per- 
son who is misappropriating the wages, and 
the girls would suffer as a result. 

798. What basis is there in your view for 
these charges against hospitals, that they 
retain defectives too long in order that they 
may use them as underpaid domestic help 

and so on? That is your evidence. (Mr. 

Banwell): No, 'Sir, with respect our memo- 
randum is merely indicating that we con- 
sider the period of five years without a 
check is too long and, as I say, we feel 
that in the interests of the freedom of the 
subject there should be some means of 
checking that by an authority independent 
of the institution itself. 

799. (Mrs. Braddock) : Are you suggesting 
that the independent authority ought to 
ascertain what the person who is being de- 
tained is doing? — -(Dr. Roberts): And see 
if they are fit for work. 

800. If they are employed doing work in 
an institution — and quite obviously the best 
way to keep mental patients occupied is to 
give them something to do, whatever it 
happens to* be ; you cannot just keep them 
an a mental institution doing nothing, that 
is the worst possible thing — what I am 
asking is do you think the independent 
person ought to make inquiries about what 
the mentally deficient patient is doing from 
the point of view of work in the hospital? 
Yes, and outside the hospital, too. 

801. Mostly you refer here to inside the 

institution? 1 was not referring only to 

those working inside institutions; I was 
thinking of the people in general, they are 
going out much more than they used to-. — 
(Aid. Yorke): It is true, Sir, there is gener- 
ally some measure of public apprehension 
on this particular point, and those of us 
who are members of local authorities come 
perhaps more in contact with the people 
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affected than, with very great respect Medi- 
cal Superintendents and other people ; and 
this I think would provide a very satisfac- 
tory answer to people who come to us and 
say : “ Now, I am sure my boy is fit to 'be 
discharged,” or: “My husband is fit to 
be discharged.” iDoes it not come back to 
this Sir, the old principle that not only 
must justice 'be done but it must appear 
to be done, and 1 think if this proposal 
was adopted that would give the public a 
greater measure of assurance. 

802. Justice must not only appear to be 
done, but it must be done. I quite under- 
stand, dealing with that sort of situation, 
but is it an independent medical opinion 

you want? Speaking as a magistrate, if 

I had got to choose between an independent 
medical examiner on the one hand and the 
decision of a lay magistrate on the other, 
speaking as a magistrate I would choose 
the independent medical examiner, because 
he is better qualified to assess the patient 
than a lay magistrate would toe. I do not 
want you to think I am suggesting the 
abandonment of the practice at present of 
having magistrates, but what I am suggest- 
ing is if I bad to choose between the two 
T should prefer this.— (Mr. Banwell): I do 
not think we arc wedded to the particular 
form of this investigation. If it is felt a 
layman should be brought in, by all means 
bring one in, but what we do feel is that 
it is wrong that these people can, be de- 
tained for long periods without any possi- 
bility of re-examination by an independent 
person or persons ; and if it is felt that 
the lay magistrate should be brought in, 
do it ; we should not complain in any shape 
or form. 

803. (Dr. Rees): Who would employ this 

independent medical officer? The duty 

might have to be cast upon either the 
institution or it might even be upon the 
local authority. — (Dr. Roberts): Or the 

central government ; I do not think anyone 
would worry about that. 

804. How long do you think it would 
take an independent medical officer to do 
a medical examination of 2,000 patients? 

There are some who are obviously 

unsuitable and you would look at those 
others whom you knew had been out at 
work, had been on trial, on licence or 
whatever they had been out on. It does 
not mean looking at every one really. 

805. Is the report of such an independent 
person likely to be as valuable as that of 
the medical officer who is in daily contact 

with the patient? 'It depends on the way 

he looks at it. It might not be, I agree. 
The person who is working with these 
people, and with the aim of getting them 
out — if his intention is to get them out — 
his opinion might be more valuable. 



806. Is it your suggestion that some of 
the medical officers . have no incentive, in. 
that respect, no desire to get the patient 
out? — -{Mr. Banwell ): No, not at all. 
1 should be satisfied with the .Medical 
Superintendent’s report there, -but if I was 
the parent o.f the child iT. might have very 
grave doubts, and that is the view we are 
expressing here. 



807. Would you be satisfied if the parent 
could write to the Board of Control asking 
for an independent medical examination? 

1 agree that the Board of Control was 

set up for this purpose, but I do not know 
that we have investigated whether the 
Board of Control works properly or 
improperly or how it works. That may be 
the answer, but we think there should be a 
safeguard, and this was what we decided to 
suggest. We quite deliberately chipse the 
medical in preference to the lay advice. We 
might have all three : but we want the 
safeguard. 

808. (Dr. Thomas): Presumably you 

would wish to have a really competent 
medical opinion, in the form of specialist 
opinion? 1 should have thought so, yes. 

809. (Chairman ) : We have got your point 
quite clear. At the same time I should 
like to draw your attention to paragraph 52 
which does, after all, quite independently of 
this point, make certain rather serious alle- 
gations against the practice of men-tal hospi- 
tals. I should like to ask you what real 
basis there is for these allegations?— -'Not 
mental hospitals. This is all on mental 
deficiency institutions. 

810. (Dr. Rees): Do you believe patients 
in institutions should he encouraged to play 
an active part in running that institution, in 

the working of that institution? (Dr. 

Roberts): Without doubt ; it is most impor- 
tant that they should. 

811. You believe that? Yes. 

812. (Dr. Thomas): In the same para- 
graph you say: “The financial value of 
the defective should be assessed and he 
should be paid wages based on the percen- 
tage of trade union rates for the job which 
he is doing.” Do you not think that that is 
the very thing that might lend colour to 
keeping a patient in a hospital for a longer 
time than is necessary? If you regularise 
the detention of a patient in a hospital tor 
a moment longer than is necessary by 
assessing wages and so on, are you not in 
danger of undermining the very thing you 

are trying to cope with? (Mr. Banwell): 

In the sense that the patient would prefer 
employment in ordinary industry at 
ordinary rates? 



813. Yes ; if he is of a capacity to earn 
wages and his personality is stable enough, 
jo his place not outside, in the community ! 
——Without question I should have 
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thought, yes. But I should have thought 
this would have worked exactly round the 
other way. 

814. (Mr. Jackson): Is not the point here 
your suggestion that the Association feel a 
vigorous and courageous review of existing 
patients should be made, in other words the 
point we were on a moment or two ago, 
that some form of review in your opinion 

is required? Exactly, and knowing that 

it is the right thing to keep these people 
employed and, let us also add what is 
clearly implicit in what we have said, it is 
the case that it would be much more costly 
to employ other people at trade union 
rates to do the work which they do, we 
think in the interests of the parents and 
the persons themselves there should be some 
quite definite and regular impartial enquiry 
as to their state so as to make sure that 
they are only being kept there as long as 
'is necessary. 

8(15. I fake it here as in the other matter, 
you do not mind what the review is pro- 
vided it is an impartial review? 1 think 

that is absolutely right, Sir.— (Dr. Roberts) : 
Might I go a little further. I think we 
would like to look on the mentally defec- 
tive child or person in the same way as we 
look upon any other disabled person. As 
you doubtless know there is an arrangement 
whereby any other disabled person receives 
training and the best use is made of his 
capabilities. We feel in general that a 
similar arrangement should be made for 
the mentally defective child, that he should 
have every opportunity of being trained 
and of becoming independent. 

816. (Chairman): I suppose everyone 

would agree with that. We feel that is 

the aim of all of our treatment. 

817. You do not have a six-monthly 
review in the rehabilitation centres by an 

independent medical expert, do you? 

You would have reviews and very frequent 
reviews. 

818. Internal reviews? — -They have 

people from the outside coming in. 

819. Possibly the review there is the con- 
tinual watching of the amount of work 
and the ability to do the work of the dis- 
abled person, a continual supervision? If 
the person’s output in relation to the work 
he is doing .drops, then there is an entirely 
different point of view taken by the medical 
officer on the spot that the work should 

be altered? But there is a very great 

difference of course between the person 
who is in an industrial rehabilitation centre 
and a mental defective who is kept in 
detention. 

820. You said you wanted to make it as 

far as possible alike? (Aid. Yorke ): I 

had the privilege about a year ago of seeing 
,a group of patients in mental deficiency 



institutions being found work on building a 
new town. They were going out of the 
institution in the morning to work, a squad 
of them, and they were receiving the trade 
union rate, they were receiving efficiency 
bonus and output 'bonus. I made further 
enquiries and I was informed that they 
turned out work quite satisfactorily as build- 
ing trade operatives, and those in charge 
were satisfied 1 they were earning the wages 
they were receiving. That was in Durham. 
We do think there could be a practical 
examination of .that as far as one could 
take it.— '(Mr. Banwell ): We would not 
like it to be .thought we are making allega- 
tions against any of the institutions ; we 
are not. But we are trying to see some 
of the dangers. 

(Chairman): I think we had better fake 
this opportunity of adjourning. 

(The proceedings were adjourned for a 
short time.) 

821. (Chairman): Perhaps the best pro- 
cedure now would be for me to cut more 
or less loose from the detail in your 
remaining recommendations and ask you 
one or two general questions. Before 
lunch, we had been discussing the discharge 
of people from institutions, and of course 
We did not touch on the most important 
question of what you are to discharge them 
to. I mean those who will need super- 
vision, and so on. You have probably 
seen the recommendations of the Ministry 
of Health in their evidence to us in which 
they propose to transfer certain powers to 
local health authorities. They suggested 
giving local authorities power to discharge 
defectives from guardianship and make 
orders for the continuation of guardian- 
ship in place of the Visitors appointed by 
Justices. Also, the approval of private hos- 
pitals and homes for the mentally ill and 
mentally defective and the power to con- 
sent to the reception of defectives not under 
detention, and the duty to visit and inspect. 
They also recommended that it should be 
possible to discharge patients from institu- 
tions to the supervision of the local health 
authority, and generally, I think the 
Ministry recommended that the local health 
authority should be generally responsible 
for the non-institutional care of mental 
defectives. Now, what is your view about 
those recommendations of the Ministry of 

Health? { Professor Tylecote): I think 

we approve those recommendations, gener- 
ally, Sir. 

You were dealing with Paragraph 52 
before lunch, but you did not say anything 
about Paragraph 51, “Visiting of Patients.” 

8(22. I gather the point there is that, 
local health authorities not having a duty 
to- visit, members of local health autho- 
rities cannot charge their expenses to the 
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authority, is that the point? -I do not 

know anything about that, Sir, but I do 
know that members of local authorities 
have been constantly pestered 'by the friends 
of mental defectives (because they no l-onger 
visit them, they no longer have the power 
to visit these defectives in hospitals. That 
is dealt with in Section 51 of our report. 

Alderman Yorke ): If I may amplify the 
point, because I happened to be a member 
of the deputation that visited the Board 
of Control after we had received represen- 
tations from our member authorities. 
Shortly, our case was this. First, we re- 
garded it as making a good contribution 
towards the treatment and cure of mental 
defectives if people from their respective 
local authorities visit them, because when 
they get there very often the patient’s first 
complaint is: “'Our parents do not visit 
us ”, or “ They do not write to us ”, and 
when we go back to our local authority 
we would send a reminder to the parents or 
see them and bring them more in contact 
with their own children, and that sort of 
thing. But it is not only that; we felt 
we could make a substantial contribution 
towards the treatment of the patient, and 
that the patient would feel there was some- 
thing to hope for if someone from their 
own town came to see them. Of course, 
consequential on that they would be 
allowed to charge the railway fare and ex- 
penses, naturally. We were received very 
sympathetically by the Board 1 of Control 
and we were informed that they did feel 
there was something in what we said but it 
would require legislative action before it 
could be made effective, and then a pro- 
mise was made t 0 ' us that if and when 
legislative action is contemplated _ they 
would 1 have regard to what we said to 
them. When I got the record of the 
Board’s evidence ff searched it to find out 
whether they had mentioned it to you in 
their evidence and it seems to me they 
have overlooked it, so we feel we ought 
to emphasise it today. 

823'. I still do not quite understand the 
point. Do you mean that members of 
local authorities who wish to visit their 
constituents are not allowed to by mental 

deficiency hospitals? (Mr. Banwell.) No. 

May I illustrate this to you. You realise 
that before the passing of the 1946 Act 
(most of these institutions were run by local 
authorities, or local authorities jointly. 
They would be instrumental in their own 
locality for the certification of a child, and 
that child having regard to its particular 
form of illness was sent away to another 
institution and most local authorities found 
themselves financially responsible for a 
number of children in institutions away 
from their particular locality. The local 
authorities, or the committees that were in 
charge of them, always made a practice of 
sending some of the members of those 
committees to visit those patients that were 



in institutions away from their home town, 
and because of the operation of the 1946 
Act these powers were taken away from 
local authorities and we cannot now per- 
form this function. 

The feeling of the Association and all the 
local health authorities that are members 
of this Association is that not only did they 
think it right in the interests of the patient, 
particularly the patient who has no parents 
or relatives, because it meant somebody 
was visiting the patient, but also they have 
found by experience that relatives of 
patients also are rather apt to complain 
because the local authority cannot visit. 
They come to the local authority and 
say: — “What is happening to our child? 
Have you been to see him?”, and we have 
got to say: — “No, we have not. We 
cannot.’’ The only thing which the Ministry 
said about this, and I would like to draw 
your attention to it, is contained in' Para- 
graph 123 of their evidence ; they finish at 
the end of Paragraph 123 by saying: — 

“ We suggest the visitation of mental 
patients should also be left in the hands 
of the management committees”. 

What I am going to say now is not in 
any way due to the fact that we are not 
now running those hospitals. We are con- 
cerned about this because we think it is 
important that the authority which is 
responsible for having the patient sent 
away to an institution should be in contact 
with t'he patient, as it is also the body to 
whom the relatives of that patient look to 
see that the child is satisfactorily cared 
for when it is an that institution. However 
good the hospital management committees 
may be— and I would not say anything 
against them at all— they have not got that 
link wiith the patient which the local 
authority has. 

824. t(Mr. Jackson): All you want is 
power to spend -money for this purpose? 

Is that all you want? It has not arisen 

out of the question of money at all. It 
was made clear to us when local authori- 
ties wanted to continue this power after the 
1946 Act that the power had gone, and in 
fact we could not do it. 

825. But it is purely a financial point? 

No. It would come down to that, that we 
were not entitled to spend money on it 
but it has not arisen out of that. It has 
arisen because we think it is a duty that 
the relatives of the patient expect us to 
perform, and which only we can perform 
because we are in a special relationship to 
the patient. 

826 What you want is power to spend 
money? You do not want restored any 

special statutory right to visit? We want 

to have the right to visit. 
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827. (Mrs. Braddock ): Both adults and 

children? Yes. 

828. Their position is slightly different, is 

it not, because the local authority now has 
no responsibility for sending a person to 
a mental hospital, whereas they have some 
relationship with the child through the 
education authority or the children’s com- 
mittee? This is mental deficiency. 

829. So you would separate mental 
deficiency from the local authority visiting 

mental patients? 1 think it is fair to say 

that the issue has not arisen in the same 
way with the mental patient. 

830. Have you any suggestions to make 
about how it could be put into operation? 
Would you suggest that the local health 
authority should have a sub-committee of 
some sort to have responsibility for 

them? If the local health authority was 

given the power to visit that is all that 
matters, and everything else follows. 

831. (Dr. Rees): They have the power to 

visit now, have they not? No. 

832. But surely anyone can visit a mental 

defective? As an individual they might 

have the right. 

83.3-. Provided you pay the expenses out 
of your own fund and 1 not from a grant? 
— -{Professor Tylecote ): No, we are not 
allowed to do it. — (Mr. Banwell): It is not 
a question of getting a grant for the money 
that we spend. .Local authorities, con- 
trary to .public belief, cannot do other than 
that which they are authorised by statute 
to do in broad terms and we are not now 
authorised by statute. 

834. (Dr. Thomas): Is it not true that 
the relatives have already got two means 
.by which they can make requests to the 
hospital authority on visits, namely, first 
of all the appointed officer, the mental 
health officer, who can visit at any time, 
and also through their local member of 

the hospital management committee? 

Yes. I imagine that they could do that. — 
(Aid. Yorke) : From my own city of Shef- 
field we had patients as far north as 
Lancaster and as far south as Bristol. — 
( Professor Tylecote): Members of the hos- 
pital management committees may have no 
local connection with the patients con- 
cerned at all. They are appointed out of 
the blue, and they have no connection with 
local authorities in many cases. 

835. (/Chairman): I think I see the point. 
I also see a difficulty. You want to give 
a statutory right to a local authority to 
visit, but to visit with what purpose, to 
do what?—— (Mr. Banwell): It is directed 
towards the care of the patient, and I would 
also add, the interest of the relatives. You 
see the curious thing is we had this when 
they belonged to us. 



83b. I know, but .what is your power 
andi right going to be when it does not 
any longer belong to you? (Have you got 
a right to make representations to the hos- 
pital management committee? 1 think 

we have got a right, but may I go back 
(to what I said just now? You see, this is 
the case of visiting patients who are in the 
main quite a long distance away from their 
homes so that even when this power 
existed before, it was in relation very often 
to local authorities’ institutions which were 
not controlled (by the particular local 
authority. Sheffield would be visiting 
patients of theirs who were in an institu- 
tion in Carlisle we will say. We had 1 that 
power for years and all we can say in the 
light of experience is that it was some- 
thing which was not only liked by the 
patients, that in fact they were visited- from 
time to time by someone from their home 
town, but we have also found, particularly 
since we have ceased to be able to do it, 
that the relatives of the patients are 
equally keenly interested that we should 
have an opportunity of seeing them and 
going back and telling them how their 
child is getting on. 

8'3'7. .1 am only anxious to get this clear 
in terms of law and administration. In the 
old days the Sheffield local authority had a 
right to visit its Sheffield children in an in- 
stitution, say, in Carlisle, but was it any 
more than a well understood convention as 
between two local authorities, was it a 

statutory right? We are satisfied that 

such rights as we had then have gone with 
the passing of the 1946 Act. — (Professor 
Tylecote): We do not ask for anything, in 
the way of inspection. It is purely visita- 
tion of the patient, not inspection of the 
hospital. — (Aid. Yorke): I am quite pre- 
pared to answer that it did not depend 
on the goodwill of the other local authori- 
ties because the goodwill of those autho- 
rities would not enable Sheffield to incur 
the expense of sending its people unless 
we had- the statutory power to do- it. 

838. (Mrs. Braddock): Was there not the 

power to go because in most cases a pre- 
cept was paid by the local authority to 
county councils who in the main were re- 
sponsible for mental institutions? Yes. 

839. And the local authorities are now 
no longer under a financial obligation with 

reference to patients? It is only a visit 

once a year. 

840. (Chairman): And your visits were 

just visits, nothing else? Yes, but we 

would get in contact with the parents if 
necessary when we got back. 

841. i (Dr. Rees): 'If your children were 

not properly looked after you would re- 
port adversely? Is it your intention to d-o 
the same thing .if you are given powers to 
visit hospitals today? 1 am sure it 
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would not be necessary but if we found 
anything we thought was not correct we 
should say so. 

{Chairman): I think that is clear. 

i842. {Mrs. Braddock ): Is it not the posi- 
tion now that the local authority in the 
main have representation on the manage- 
ment committee, on quite a number of hos- 
pital management committees ; not exactly 
representation, but a member of the local 
authority is a member of the hospital man- 
agement committee? In their own area, 

but we are thinking of an area 100 miles 
away. 

843. (Mr. Banwell ): In answer to your 
first question this afternoon, Sir, we did 
look at the evidence of the Ministry and 
we came to the conclusion that the sug- 
gestions made by the Ministry, with the 
exception of the one I have mentioned to 
you, were acceptable to us. 

844. (Chairman ) : 1 see. You. have made 
certain recommendations ill paragraphs 
54-59 about what local authorities should 
have the duty or the power to do, the 
power to provide hostel accommodation, 
but they have that power already under the 
National Health Service Act, have they not? 

There is a difference of view between 

us and the Ministry of Health on this 
matter. We were interested to observe in 
the evidence that they gave to you that 
they hold the v.iew that we have this power. 

I am bound to say — and I regret the 
absence of the Town Clerks — we hold the 
view that we have not the power, that is 
why we mentioned it to you. 

845. (Mrs. Braddock ): Is not the best 

thing to do with that to try it and see? 

Yes, but if the Royal Commission is a pre- 
face to legislation we would hope that any 
doubts might be suitably removed. 

846. (Chairman): Section 28 reads; — 

“The local health authority may with the 
approval of the Minister, and to such extent 
as the Minister may direct shall, make 
arrangements for the purpose of . . . the 
care of persons suffering from illness or 
mental defectiveness, or the after-care of 
such persons.” I do not see any doubts as 

to your power. There are all sorts of 

things I would like to look at on that. I 
am not sure that that in fact would give 
us the right to maintain once we have the 
patient there. That just occurs to me at 
the moment as you read it out, but I feel 
sure of this, that knowing the natural pro- 
pensities of local health authority to want 
to do things like this if they possibly can. 
I cannot believe that all of them would have 
sat quiet since 1948 if they felt they really 
had the powers to do this work. I do not 
want to be drawn into a legal argument. 

847. Again, the duty of providing occu- 
pation centres. You want it made a statu- 
tory duty for the local health authority, do 



you? Yes, Sir, this is a case where we 

definitely suggest this should be a duty. 

848. (Dr. Rees): The Mental Deficiency 
Act of 1913, Section 30, reads like this 
on the general powers and duties of local 
health authorities: — “The local health 
authority are hereby empowered, and it 
shall be their duty, subject to the provisions 
of this Act and to regulations made by the 
Minister of Health, ... to provide suitable 
training or occupation for defectives who 
are under supervision or guardianship.” 
1 think we regard it as doubtful, Sir. 

849. (Mrs. Braddock ): Could I ask one 
question on Paragraph 62? You say that 
attendance at occupation centres should be 
voluntary. Could you tell me exactly what 
that means? If a person requires training 
should it be voluntary if it is decided that 

they need 1 training? (Aid. Yorke): I 

think our experience is that we should be 
more successful with occupation centre 
treatment on a voluntary basis than on a 
compulsory basis.— (Dr. Roberts ): I would 
put it like this, that some of these young 
people who are defectives and who go to an 
occupation _ centre, instead of going there 
they sometimes get put out to work. As 
long as it is suitable work, it should not 
be necessary for them to get training only 
in. occupation centres ; it should be tried 
out in other ways if possible. Compulsory 
primary attendance at an occupation centre 
would help to guide suitable defectives into 
suitable work. 

850. I was wondering whether you 
meant that, when it was decided that an 
occupation centre was the only way of train- 
ing a mental defective, it should then 
be left to the decision of the parents 
of the child whether it should attend an 
occupation centre or not. I am not suggest- 
ing that there should be no other alterna- 
tive, but where it is decided that a child 
would benefit from an occupation centre, 
and it is the only form of training that can 
be used, is it wise then under those circum- 
stances to say that the attendance shall be 

voluntary? 1 think it would be very 

useful to have powers in those particular 
cases where you decide that an occupation 
centre is the way of dealing with the child. 

851. (Chairman): Is that to have the 
power to compel attendance? Up to what 

age? That is one of the difficulties. 

Some of them are in occupation centres for 
very long periods. I would not like to say 
to what age. 

852. And by virtue of what would you 
compel attendance after school-leaving age? 
It could, presumably, only apply under 

statutory supervision and guardianship? 

You would almost certainly have to take 
some power, that is true. 
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853. That would mean that you would 
extend the number of children under statu- 
tory supervision, would it not? (Mr. 

Banwell) : I think that is so, and really, you 
have hit on the very reasons why the 
committee came to the conclusion which is 
recorded in this memorandum, that much 
as they would like to see those who would 
benefit by training at an occupation centre 
compelled to attiend, they thought in view 
of all the difficulties that would have to be 
faced, it would not really be feasible, 
and that you might in fact create a feeling 
against it which would be, in the end, 
less beneficial to the vast majority. 

854.1 wonder whether you would like 
to express an opinion whether it would be 
an advantage to put more defectives who 
are not in institutions under statutory super- 
vision instead of voluntary supervision? 

(Dr. Roberts): Of course, there are benefits 
both ways and it is a matter of balancing 
them up. You can put them under statu- 
tory supervision if you really think it is 
necessary. 

855. It does seem to me that that is one 
of the things you might wish to consider. 
If, as is the general trend of the Ministry 
of Health’s recommendations, one is to rely 
more and more on non-instiitutional care 
and supervision, it does become important 
to consider under what conditions that 
supervision is to be given, and how strict 
or how loose the control, and possibly, I 
think, there would be time before this Com- 
mission’s Report is published for you to 

consider that again. (Mr. Banwell ): 

That would be helpful to us. I.t would give 
us an opportunity to look at this particular 
problem and then let you have a memoran- 
dum. 

856. Is there anything that you would 

like to add to your evidence by way of 
general evidence to the Commission? I 
cannot hope to have brought out every- 
thing you wanted brought out. No, I 

do not think so, thank you. 

(Chairman): Mr. Jackson would like to 
ask a question about Paragraph 63. 

857. (Mr. Jackson): I do not really 
understand the point that is made in Para- 
graph 63. Surely, if a person is brought 
before a court and charged with a crime, 
the court, on learning that that person is a 
defective, may send him back on remand, 
or awaiting trial, but they cannot just send 
him back; the case has got to be heard 
either to the point of a formal finding of 
guilt, or in certain cases to a finding that 
die charge is proved? The count cannot 
surely just say : — “We send you back,” with- 
out going into the case at all, apart from 

remand or awaiting trial? Yes ; surely it 

happens, on a number of occasions that a 
mental defective is charged and brought 



before the court and when the court is in- 
formed that the person is a mental defec- 
tive and comes from an institution, being 
under order there, the court docs noit deter- 
mine the charge, and in fact merely directs 
that the patient shall be taken back to the 
institution from which he came. 

858. I should like to know the authority 
for that, because under Section 8 of the 
Menial Deficiency Act of 1913, Sub-section 
4, you have the provision that the court 
may do that pending the further hearing 

or trial? 'But what this really means is 

that the court does not give any adjudica- 
tion as a court at all. What in fact it is 
saying is: — “Well, having regard to these 
circumstances, we are not going to hear the 
charge”, and the record is marked in some 
way and not proceeded with. It does not 
require an order of anyone to make the 
defective go back to the institution. It 
is not an order in that sense; but it is 
merely — 1 do not want to use legal words 
— a determination by the court with 'the 
knowledge that the person before them is 
a defective and is already in the care of 
an institution. There is no point in their 
proceeding with the charge. 

859. Is it known the extent of this prac- 
tice? I see that it could be done, although 
I am interested to know how one marks 

the court register. -In all sorts of ways, 

I feel sure. The point some of our mem- 
bers have made here was that if there was 
something like the type of hearing you have 
for a child — admittedly the defective 
might be over twenty-one — it might well 
prove that the defective is not guilty, and 
why should they not have the benefit of 
that? But I must admit that I very much 
sympathise with the court over a matter 
of this kind because if they find the defec- 
tive guilty there is not much they can do. 

860. (Mr. Bartlett): There is one ques- 
tion dealing with Paragraph 67. If I under- 
stood the witness in his reply to Mr. 
Jackson on this point of visiting, you said 
that it was not a question of control bull a 
question of having the right to visit. If I 
read _ Paragraph 67 correctly, the Associa- 
tion in that paragraph arc suggesting revert- 
ing to the local authority control of hos- 
pitals, hospitals generally, and 1 think it 
would be interesting if the Commission 
could be given some reason why they are 
recommending that change. 

(Chairman): I do not want to rule any- 
body out of order, but if there is anything 
which is entirely outside our Terms of 
Reference it is that. I do not think wc 
ought to ask the Association to repeat the 
evidence which they are about to give 
elsewhere. 

861. i (Chairman): On the question of 
hostels I should like to get this clear; is 
it that local health authorities have thought 
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that they have not got the power, or ds it 
that they have asked for authorisation from 
the Ministry of Health for the building of 

hostels and have been refused? This is 

one of those questions to which I would 
like to give the answer: — “I would like 
notice of this.” I think ‘it is true to say 
that we were very surprised to read the 
very definite statement of the Ministry of 
Health in the evidence which they gave 
to you. Our memorandum was prepared 
a long time before that was known to us, 
and there was then a very strong view 
among many of our members that they 
wanted the powers, and going back to what 
I have said to you just now, knowing some 
of them my feeling ds that they would have 
stretched the powers that they had rather 
than he done out of the hostels if they 
thought the law was not very definite, but 
as the Ministry of Health appear to be 
equally definite might we look at this, and 
if we find we are wrong we will not have 
any hesitation in saying so? 

862. I wonder if it is another of the 

effects of building controls?— {Mrs. Brad- 
dock): Could it be said it was a question 
of finance as far as the local authori- 
ties were concerned? 1 do not think 

so. — (Dr. Roberts) : There is the question of 
dealing with a mental patient in hostels. 
There is provision under the National 
Assistance Act of providing hostel accom- 
modation for people. The question arises 
whether a mental case, even a case of senile 
dementia, is a proper case to be kept in a 
local authority hostel of that kind. That 
is one point, and I think most people have 
doubts about it. The same is true about 
the stable mental defective who has no 
home, but nevertheless still is a mental 
defective, and the question ds, would that 
be a hospital or would it be a hostel under 
the local authority? 

863. (Chairman): By mental defective 

you mean a person who is subject to be 

dealt with, ascertained and certified? 

He would be ascertained. He would have 
no home. It would be almost a place of 
safety for him, someone to look after him, 
and m that way you might be encroaching 
upon the functions of a hospital. There 
is the other point of a person who has 
been in an institution for a number of 
years and is quite suitable to come out of 
the institution, he could be taken into- a 
local authority hostel if they had powers 
to provide it. 



864. Is there a doubt as to whether local 
authorities can provide hostels for any 
mental defectives or only whether the pro- 
vision of hostels for defectives who have 
been ascertained would be going outside 

•their powers? (Mr. Banwell ): If you 

would let us look at it we will discuss it 
with the Ministry of 'Health because here 
are two of us expressing a contrary view 
to you on the law and we are both 
apparently desiring that local authorities 
should perform the function. 

# 865. (Mrs. Braddock): Is it not a ques- 
tion that if the local authority provides 
accommodation as it does in relation to 
aged persons, the cost of the provision and 
the cost of maintenance falls upon the local 
authority, but if a patient is sent under the 
National Health Acts to a hospital there 
.is no charge on the local authority? That 
is -the position, is it not, that the financial 
obligation enters into this, as to whether 
the local authorities should take responsi- 
bility, or whether the hospital service 

should take responsibility? That may 

arise but I think the point is the one the 
Chairman made just now, that the person 
is a mental defective and if he has to be 
kept in an institution at all it becomes the 
responsibility of the hospital authority and 
not of the local health authority. 

866. So that any provision would have 

to be under the health authority? No, 

under the hospital authority.-^CDr. 
Roberts): Unless there is some alteration. — 
(Mr. Banwell): It is very involved. 

867. (Chairman): It seems a very 

involved legal point. I think we may 
assume, certainly in -the case of the old 
people — -whatever may be the case with 
mental defectives — that you cannot hope to 
geit a dividing line which wiill absolve you 
from a system of co-operation between the 
hospital authority and the local health 
authority and a division of labour, unless 
the local authority becomes the hospital 
authority again. The only thing one can 
look into is the question of whether there 
is anything in the present law which makes 
such co-operation difficult and doubtful. — — 
If we may, we will look at this and if 
necessary discuss it with the Ministry of 
Health, and if we find it necessary to with- 
draw or modify anything we have said in 
this document we will do so in writing. 
We are grateful to the Commission for 
the attention you have paid to our memo- 
randum and we will provide you with an 
additional memorandum in due course. 



(The witnesses withdrew) 
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MR D Drown (Chairman), Mrs. J. Fryd (Vice-President), Mrs M. Wheeler 
and Mrs. J. MciLairen-White { General Secretary) on 'behalf ol the National 
Association of Parents of Backward Children 

called and examined. 



Memorandum submitted by the National Association of Parents of Backward 

Children 

I. In the opinion of this Association, the main problem to be dealt with is the 
fact that large numbers of mentally handicapped and mentally sick children are 
left at home in the sole care of their .parents, for many years, sometimes tor the 
whole of their childhood and adolescence. 



2. This situation plays havoc with the family life, causes the children concerned 
to deteriorate and finally become a life-long burden on the State, and ci cates 
social problems which are not confined to the families concerned. 

3. The failure to deal adequately with these children we attribute to two main 
factors * 

(1) the division of responsibility for mentally backward children between two 
Ministries and two Departments of Local Authorities. 

(2) Paradoxically, the conception that all 'those classified as ineducable or 

“ mentally defective ” constitute one problem — whereas they appear to us 
to present many problems, different in kind as well as degree. 

4. Existing legislation makes it possible for Education Authorities to pass on 
responsibility for children to the Health Authorities, and these in turn can pass 
on responsibility to Regional Hospital Boards. None of these Authorities has made 
adequate arrangements for the care and training of the children for whom they 
are responsible. In the case of the Health Authorities, there is no legal compulsion 
for them to do so. 



5. The proposals of this Association include long-term items, upon which work 
should be started in the very near future— e.g., the granting of substantial funds 
for medical and educational research, increase of staff training facilities and advertise- 
ment of careers in the various mental health fields. 

6. There are also short-term adjustments, such as the creation of liaison com- 
mittees between the Education and Health Authorities and the Home Office, and 
the encouragement of these Authorities to make fuller use of private facilities. 

7. Regarding waiting lists for Mental Hospitals and Institutions, we draw attention 
to the fact that the real list is possibly four times as great as the total officially 



on the books. 

8. While realising that the building of new hospitals and the re-building of 
obsolete, inadequate premises will no doubt be necessary, the Association would 
prefer to see reduction of the lists by increasing the facilities for day training, 
thus increasing the self-reliance of the children and lightening the burden on the 
home, and also by the provision of “ Half-Way Hostels ” for various categories 
who require residential care and supervision but not hospitalisation. 

9. Attached are our more detailed statements and proposals and a selection of 
typical letters and case histories’ 1 ' to support these. 



GENERAL VIEW OF THE PROBLEM 
A. tl 

Two main factors contribute to the failure to cater adequately for the mentally 
handicapped children : — 

(1) Those called “ educationally subnormal ” come under the Ministry of 
Education; those called “ineducable’ 1 are classed as “mental defectives” 
and come under the Ministry of Health. 

(a) Because there is no scientifically determined point of division 
between the two groups of children, the lines of demarcation are blurred 
by transference up or down of “ borderline ” children. 

* Not printed. 
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Because the amount of special school provision varies throughout 
the country, the 'borderline varies also. Some education authorities accept 
children with alleged “l.Q." of 50 or less, others draw the line at 
65 or 70. 

(/>) Increased size of classes in ordinary schools causes pressure down- 
wards into special schools. Children are pushed out at the lower end 
into the “ ineducable ’’ group. Overcrowding in Occupation Centres 
causes exclusion of the most severely handicapped or troublesome, who 
then go to swell Institution waiting lists. 

({•) Dissatisfaction is expressed by parents at the method of testing 
to determine whether the child is to receive education. The type of 
test is regarded as unreal, having regard to the limited experience of 
such children. 

There is a subjective element in the testing which is claimed to be 
a purely objective assessment of the child’s potential capacity. 

Often the test is given not by a qualified educational psychologist, but 
by a medical officer who has taken a short course in mental testing. 

Too often the children are excluded from school on the basis of one 
test only, which may he administered under adverse conditions. 

ill) There is provision for parents to appeal against the report of 
incducn'bility, hut they are not always informed of this right. 

Many parents find it difficult to obtain a second opinion from an 
independent examiner. 

Such a second opinion can be set aside and ignored by a local 
education authority. 

(el Children can be excluded from school and referred to health 
authorities as “ineducable” without regard to the fact that many 
authorities make little or no provision for the education or training of 
children under their care, There is no legal compulsion for them to 
do so. The Health Act merely states it as a “ duty ”, 

(/) Health authorities shed responsibility for children by referring 
them to Regional Hospital Boards, regardless of the overcrowding and 
long waiting lists at all Institutions. 

(2) All those classified as “ ineducable ” or “ mentally defective ” are considered 
as one problem, whereas they constitute many problems, different in kind 
as well as degree : — 

(«) There are borderline E.S.N. children, many of whom are normal 
in appearance and/or behaviour. 

(/>) There are children with various kinds of physical handicaps — 
total or partial deafness or blindness ; impaired perception ; cerebral 
palsy in its many aspects ; aphasia and speech defects— which may 
mask an intellectual capacity greater than can be ascertained through 
routine tests suitable for normal children. 

(<•) The same disadvantage in testing is found by children who are 
too emotionally disturbed or deranged to give a meaningful result. They 
present a picture in which abnormality and subnormality cannot easily 
he distinguished, and to place them alongside docile children of imbecile 
grade, who ure often weak physically, is always unhelpful, and generally 
proves impracticable. 

(tl) There are children suffering with epilepsy who are often excluded 
from homes, schools and centres, 

(<0 There are cot cases and helpless children, whose parents are loth 
to place them in the care of strangers (in institutions) for whom nothing 
is done. Unless parents make a fuss, such children can remain on waiting 
lists for many years. 

B. Waiting lists 

(1) The total number of children age 5-16 years in England and Wales who had 
been excluded— both, those ascertained as requiring special education, but not accom- 
modated in special schools, and those ascertained as “ ineducable ”, but not 



Printed image digitised by the University of Southampton Library Digitisation Unit 



154 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



schools.) 

(2) At present there are between 4,000. and 5 000 children under 16 renter ed 

" at°th m e UC pro«em onlhe to" potential waiting list of at least 25,000 
children. 

131 The decrease in the infant mortality rate, and the prolonged expectation of 
life due to sodal and medical advances, mean that more of the handicapped are 
living, and living longer. 

The present “bottleneck” in provision for the handicapped cannot be regarded 
as a temporary problem due to a post-war bulge in the population. 

f41 The havoc, material and psychological, wrought in the homes where the 
excluded children are kept waiting for years on end, perhaps for the whole of 
their childhood and adolescence, is a grave social problem of considerable magnitude. 

(a) It causes families to isolate themselves from social contact and citizenship. 
It may interfere with the courtship of brothers and sisters. 

(b) Financial hardship may be caused where, 'but for the child, the mother 
’ could go out to work to earn a living (e.g., widows), or where the handicap 

is so severe that a son or daughter has to stay at home to help with the 
“ lifting ”, etc. 

t c ) The child’s behaviour disorders may cause annoyance or hardship to 
neighbours, may be dangerous to brothers and sisters, and may cause the 
child to be a danger to himself. 



PROPOSALS 



A national effort equivalent to a military operation is required to make good past 
negleot, to give justice to the mentally handicapped and their families, and to make 
as many as possible of them self-reliant, and even self-supporting. 



As well as wise economy, the interests of the children themselves should be 
considered. However handicapped, they are human beings, and citizens, and have a 
right 'to a share in the resources of the community. 



A. Research 

The realistic approach to this, as to many problems, is the long term one. 
Research must be granted substantially more funds, and the projects must be 
integrated at a national level. 

(1) 'Medical research into the physical causes of traumatic and congenital abnor- 

malities of the brain and central nervous system is surrounded by an 
atmosphere of hopelessness. This must be replaced by a sense of urgent 
necessity. 

No Doctor willing and able to conduct research into any aspect of the 
problem should he forced to give up his ambition or to leave this country 
through lack of opportunity. 

(2) The curriculum of all medical and nursing training schools and hospitals 

should include the recognition of conditions conducive to mental handicap 
in young infants. 

(3) Training of all Health Visitors, Social Workers, Child Welfare Workers, etc., 

should include handling and training of mentally. handicapped infants and 
young children, and advice to mothers in handling and training, 
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(4) The proposals made by this Association open up a number of interesting 
and rewarding careers for young people and older workers who might not 
be drawn to Mental Nursing as such. Provision should toe made for 
training for these posts, there should be adequate advertising of training 
courses, and trainees should be assured of employment on completion of 
the course. 

B, Education and training 

Until such time as it is considered desirable and practicable for the Ministry 
of Education to assume responsibility for the education and training of all children, 
we suggest : — 

(1) There should he closer liaison 'between the Ministries of Health and Educa- 

tion and the Children’s Department of the Home Office, and consequently 
between local Health, Education and Children’s Committees, with the 
object of ensuring that every child has an opportunity to that form of 
education and training suited to his abilities and disabilities. No child 
should toe left at home uncatered for. The handicapped children should 
toe the joint responsibility of the three Committees. 

(2) Local Health Authorities should toe 'legally required to provide Day Occupa- 

tion Centres for the mentally handicapped children who it is estimated 
will toe in their areas. They should not wait for a minimum number of 
ascertained cases. 

(3) In rural counties, the Health Authorities should be empowered to open 

residential Occupation Centres, possibly on a Monday-to-Friday basis. 

(4) For those children who are too physically handicapped or delicate to journey 

daily to school or centre, and whose parents do not wish to place them in 
Institutions, it should be compulsory for local authorities to provide Home 
Teaching for an adequate number of hours per week. 

(5) Local Health and Education Authorities should toe tooth empowered and 

required to supplement their own provision toy making use of vacancies 
in schools and homes approved by the Ministries, and to contribute towards 
the fees. 

C. Family care 

Since the majority of parents would prefer, other tilings being equal, to keep 
their children at home rather than send them to Institutions, we suggest:— 

(1) Home Helps should be provided as a matter of priority to those homes 
where a mentally handicapped child is living and unca-tercd for. 

<21 Financial help should toe given where necessary to enable families to keep 
their children at home rather than send them to Institutions at the public 

eXPe (n) e ’Widows should receive a sufficient supplement to their basic pension 
to allow them to remain at home and care for their children as long 
as they wish, and are capable of doing so. 

(b) This additional income should -not be dependent on the mother 
signing her child away into the guardianship of the authorities. 

{c) Sisters or other relatives of a child left orphaned should be entitled 
to an income sufficient to 'keep the child if they desire to do so. 

(cl) Families who are able to show that they are required to -pay fees 
to a private school or home after having failed to obtain a place m a, 
publicly provided .school -or home within a reasonable period should be 
granted additional income tax allowance in- -respect of the child concerned 
<e) Family Allowances should be extended from the age of 15 to 16 
in the case of -all mentally handicapped children who are not available 
for work whether or not they are -or have been in receipt of full time 
or part time education or training. It is felt that the “educational 
requirement lias no -relevancy -to the question of payment of these allow- 
ances ; the only criterion should 'be the dependance or otherwise of the 
child. 
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D. Children with multiple defects 

fl) Countv Health Departments should be made responsible for the provision of 
adequate medical, ophthalmic and dental inspection and treatment surgical or 
orthopaedic appliances and apparatus, speech therapy, etc., for all children on the 
registers, whether or not they attend a school or centre The onus for obtaining 
these facilities should be removed from the shoulders of the parents. 

12) Wherever possible, children should be given a trial period in a special school 
or Training unit catering for their main physical defect. Where this proves tm practic- 
able, Local Health Authorities should place such children in special Hostels for 
low grade children with particular disabilities. 

(3) In collaboration with Mental Hospitals, Hostels should be established for 
high grade and also for low grade children who are grossly maladjusted or 
psychotic. 

E. Vocational training 

(1) Local Health Authorities, Educational Authorities, and Juvenile Employment 
Bureaux should be required to link up 'with the objeot of finding suitable employment! 
for all subnormal and handicapped young people over 15. 

(2) All Local Health Authorities should establish “Industrial” Centres or should 
make arrangements for daily training in Institution Workshops for children oven 
15 in their care. 

(3) Training Centres for the mentally subnormal, able-bodied and stable youths 
should be set up under the National Assistance Act, as provided for, and sheltered 
workshops and Hostels for Agricultural Workers should 'be provided under the 
Disabled Persons’ Employment Register catering especially for the mentally 
subnormal. 



F. Institutional care 

The foregoing proposals in the opinion of this Association would reduce the 
pressure on Institution waiting lists, but where home conditions, severity of handicap, 
ill-health or death of a parent, or other factors make removal to an Institution 
advisable,. 

m Regional Hospital Boards should be encouraged to provide small, homely 
hostels run by Wardens to cater for the following categories of children: — 

(a) Young children who are acceptable in Day Schools or Occupation 
Centres, and who do not require nursing care but merely custody and 
supervision. 

(b) Older children who have lived amenably at home and are quite 
acceptable in the community, possibly able to work and at least partly 
support themselves. 

(2) In the case of high grade children and young persons already in Institutions 
who do not require nursing care, but are not entirely suitable for long 
licence or discharge, or who have no suitable home to go to, such Half-Way 
Hostels would enable them to be cared for, probably to earn a living, and 
thus free beds in Institutions for more urgent cases. 
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Examination of Witnesses 



868. (Chairman): I apologise for having 
kept you waiting. I gather one or two 
members of your deputation, are not pre- 
sent. Perhaps yoru would like to introduce 

yourselves. (Mr. Drown): We represent 

the National Association of Parents of 
Backward Children. It is an association 
formed mainly of parents and others 
interested in the welfare of mentally handi- 
capped children and educationally sub- 
normal children. It is an association which 
was formed roughly six years ago. It has 
grown very rapidly and the membership is 
now something over 7,000 and if 1 may 
introduce our representatives to you, there 
is on my extreme right Mrs. McLaren-White, 
our General Secretary ; Mrs. Wheeler who 
is the Chairman of our Policy Sub- 
Committee ; on my immediate right Mrs. 
Judy Fryd, who was the foundress of the 
Association and has also prepared this brief 
and evidence. iMrS. Fryd is our expert on 
these questions and for some years past has 
gathered a lot of case-histories relating -to 
this evidence. It has been very carefully 
vetted and no extravagant claims have been 
made, and therefore I think you will find 
that iMrs. Fryd will be able to answer most 
of the questions that will be put to us. 
My name is Drown, Chairman of the 
National Association. 

869. Do you wish to make any statement 
in exposition or addition to your written 
evidence, or would you like to proceed 

directly to questions? (Mr a. Fryd): I 

think it would be as well if we were to 
proceed more or less directly to your ques- 
tions relating to our evidence, but there are 
one or two points that I would like to bring 
to your notice before that, which arise 
out of the evidence which we were un- 
expectedly listening in to just now. The 
particular point which interested us very 
much was the question of hostels. As you 
will have seen from our evidence the pro- 
vision of hostels for various categories of 
mentally handicapped children and young 
people is one of our major points of policy 
at the present time. We believe that it 
would substantially reduce the waiting lists 
for institutions and reduce the institution 
population. The question as to whether it 
should. . be undertaken by local health 
authorities or by hospital authorities we 
feel would depend largely on the category 
of person being considered. We feel for 
instance that a half-way hostel for dis- 
charged patients, or patients recommended 
for discharge under the Mental Deficiency 
Acts, might well come under the responsi- 
bility of the local health authorities because 
the intention would be to form a link with 
the community. We feel also that hostels 



for young people who do not really require 
institutional care but require a place of 
safety on the death of their parents and 
so on also could be entrusted to health 
authorities -because those and possibly other 
categories are not really suitable to be 
dealt with by the hospital authorities. But 
we feel that there may be other types such 
as schizoid children who do not fit into 
mental deficiency institutions and might 
have hostels provided for them by the 
hospital authorities, either adjacent to or in 
conjunction with mental hospitals, as distinct 
from mental deficiency institutions ; and so 
on. We feel that it depends very much 
upon the function which the hostel is 
expected to fulfil whether it should be 
under the local health authority, as some- 
thing which is intended to keep the child 
in the community rather than to withdraw 
it from the community. I hope I have made 
myself clear on that point. 

. I wonder if you would care to put ques- 
tions to us on what you have already 
before you, -before we make any further 
statements? 

870. I think we will ask you questions 
and later give you an opportunity of making 
a further statement on points that we have 
not asked questions about. Arising out of 
what you have just said about hostels, in 
what circumstances do you envisage the 
hostel as being preferable to the home 

itself, the private home? It would 

depend -on the circumstances of the 
parents. If for one reason or another they 
were not able to give the care and super- 
vision which was necessary, where the 
parents perhaps were getting old and unable 
to cope physically, or were sick, or where 
one or both parents were dead, we feel 
that a hostel is the answer if the patient 
is not the kind of patient needing definite 
nursing and hospital care. There is also, 
as I mentioned, the schizoid type of child 
who is very often certified as a mental 
defective and put into an institution where 
he does not fit tin. I know a great deal 
about this because it -happened to my own 
daughter. The child may subsequently be 
transferred -to a mental hospital where there 
are no facilities for children at all, and 
in the meantime he may be put into a 
locked refractory ward in the mental defi- 
ciency institution, where he ds not happy. 
Of course, the waiting lists . are so long 
that a great many of these children are not 
able to enter an institution for many years 
and there is no other place where they are 
acceptable. They are not acceptable in 
occupation centres, or in special schools. 
Many of them 'have a higher grade mentality 
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than their rather odd (behaviour would 
suggest and they would be educable but for 
the behaviour disorders, and the more they 
are tried here and 'tried there and sent 
home again the worse they get, the worse 
the burden on the home. They may be 
low grade children, they may be high grade 
children, but their behaviour disorders are 
so intense that they wreck the home. 

$71. Is that not almost as likely to hap- 
pen, or perhaps more likely to happen, in 
the hostel? The relatively small. hostel can- 
not have facilities for classification such as 

the larger institution ought to have? 

No, that is true, ibut the children could pos- 
sibly Ibe classified in an observation unit 
of some kind, perhaps at an institution, and 
then transferred after a suitable .period to a 
suitable hostel for .psychotic and malad- 
justed children. There are hostels being 
set up under hospital boards for psychotic 
and grossly maladjusted children wiho are 
educationally sub-normal. There is one in 
my own county that has recently been set 
up, and there is also a private one that 
has just been opened, or is just about to be 
opened, in the Cotswolds by the Rudolph 
Steiner people, but they do specify a rather 
high I.Q. and I am concerned with the child 
who is so grossly maladjusted that to take 
an I.Q. is impossible. These children as I 
say have no home at all, there is no place 
where they are acceptable and I feel that 
they are unable to respond to the test 
situation, they just do not do the tests. You 
cannot fell whether they can do it or not, 
they may do it one time and not the next. 
They do require a rather unemotional kind 
of handling which the mother cannot give, 
but at the same time it_must be the kind 
of handling which is not so impersonal that 
they have no contact, and 1 in a large hos- 
pital there just is not the staff to give 
that kind of individual, rather unemotional, 
handling. The child needs to be made 
to feel safe and to feel that somebody 
is understanding it and helping it to control 
itself. 

8 : 72. You are prepared to contemplate, 
though rather reluctantly, that the first stage 
with these children may have to be observa- 
tion units in a larger institution? Yes, 

it might have to be that. 

$73. And as the observation unit toy 
reason of being an observation unit will 
be the least classified part of any hospital, 
it does seem that it may ibe necessary to 
treat the institution as a place where at 
the leisure of the doctors and everybody 
else involved the child may be properly 
classified before being sent to a more ap- 
propriate institution? 1 have not dis- 

cussed that particular point with my col- 
leagues here but to me it sounds feasible so 
long as it does not mean the child being 
certified or any form of compulsion. 



874. Are you thinking now of the child 

with a willing parent? Yes. 

875. In that case provision for admission 
without certification already exists under 

Section 31? Yes. You see, the willing 

parent who is anxious to do the (best for 
the child, even if it involves (the child going 
away, will . not object, possibly, even to 
certification, but there are many parents 
who are desperately afraid of certification 
in any form. 

876. We are always a little in danger of 

forgetting the unsatisfactory parent, the un- 
satisfactory family. What is your view 
about the unsatisfactory parent who is not 
going to co-operate? Well, the. unsatis- 

factory parent — it is rather subjective, is it 
not, to say an unsatisfactory parent? We 
like to know in what way unsatisfactory. 
If it is a question of poverty and the possi- 
bility perhaps that the father is out of 
work for a long time and the home is 
unsatisfactory from that point of view, 
then that parent’s views might be just as 
reasonable as that of the middle-class parent 
with a good home. If it is a question of 
a neglectful parent who is perhaps herself 
or himself feebleminded, I do not know 
the answer .to that. I just do not know the 
answer at all. Whether the child 1 should 
be taken away on an order, I do not know. 
I think it would depend very largely on the 
degree of neglect, and the degree of unsatis- 
factoriness. Children are taken on order 
now, are they not, it would not be doing 
anything new? 

877. You do not want to recommend 
any change in the present system of so- 

called certification? You mean, we do 

not want it abolished? I do not knoiw. 
The present system of certification seems to 
be that the child must be certified in. order 
to get it into a mental deficiency institu- 
tion. Actually, my daughter has been certi- 
fied twice, once under the Mental De- 
ficiency Acts, and once under (the Mental 
Treatment Acts and she has been trans- 
ferred from a mental deficiency hospital to 
a mental hospital. I do not raise any 
particular objection to that if it gets her 
in but I have often wondered what the 
situation would have been had I refused 
to allow her to ibe certified, and someiimes 
one accepts certification although one is 
not particularly happy about it, rather than 
lose the opportunity of getting the care. 
Other parents refuse the opportunity of 
care because they do not accept the idea 
of certification. It is all rather difficult to 
iron out. 

878. (Dr. Thomas): Is your Association 

of the opinion that Section 6 of the Mental 
Deficiency Act is used more than is neces- 
sary where Section 3 would apply? Yes, 

I think we are of that opinion. We would 
like to see Section 3 used more. We think 
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that it could very often be used without 
detriment to the child at all and it would 
possibly encourage .parents to send their 
children, to be cared 1 for. — (Mr. Drown): 
There is one point I would like to make 
on the subject of the “half-way hostel ”, 
as we call it. That is. the hostel between 
the community and the institution. It is 
found on some occasions that patients in 
an institution have been there for some 
years ; they perhaps improve considerably 
with the training they may have received 
in the hospital and there comes, a time 
when perhaps it is considered that it is 
reasonably safe to let them out on licence. 
Well, it is found I 1 think by experience that 
after they have been in an institution for 
some years they tend 1 to become institu- 
tionalised, and when they receive, not 
necessarily their discharge, but permission 
to go back to the community' on licence, 
the shook of getting back into the com- 
munity is very great and there is a very 
grave risk, and in fact it has happened, 
that they have found themselves in trouble 
in some way or other, and in a short time 
find themselves back in the institution. We 
feel that there is a case for a “ half-way 
hostel ” to allow such patients to be given 
the opportunity of becoming more 
amenable to community life. 

879. I think we want to be clear about 
what this half-way hostel system means. 
The inmate of the hostel is presumably 
going to be subject to detention, .the hostel 

is going to have power to detain? 

Presumably, yes, but there would naturally 
be a certain amount of freedom. I think 
it would be reasonable to assume that 
most of the patients there would be reason- 
ably responsible patients and could be 
allowed a certain amount of freedom par- 
ticularly if it were, say, in a country dis- 
trict where they would be employed and 
provision could be made for a certain 
amount of agricultural work to be done 
and so on. In fact, we feel that such 
hostels could, to a certain extent, become 
partially self-supporting. 

880. Surely, they generally would not be 
in country districts, they would have to 

be close to places of work? Such 

schemes would 1 take time to prepare and 
I think until we are prepared to get this 
principle accepted it would be rather diffi- 
cu-Dt to l)ay down any broad principles on 
how they should be established- but a lot 
would depend on the patients themselves. 
If they were capable of industrial work 
presumably they would go to hostels nearer 
the towns. 

881. i [Chairman): Yes, but you said that 
the half-way hostel on the way back to 
the community might properly be in the 
hands of local health authorities.. That 
raises another question of legislation, 



giving local health authorities power to 
detain. So long as a hostel is run by the 
hospital and the patients are out -on licence 
then the hospital has got the power to 
detain but you would have to have another 
set of provisions if the hostels were to be 

places of compulsory detention. {Mrs. 

Fryd): Could it not be done by widening 
the scope of statutory supervision? I do not 
know how wide those powers are. We 
have not studied what the powers are under 
statutory supervision-, I am afraid, so we 
really cannot answer that. 

I would like now, if we may, to come 
to the main point of our brief which was 
•to the effect itlmt in our opinion the 
problem of the mental defectives can best 
be solved by giving earlier attention to 
the training of the child) in the community 
and help to the parents while the child is 
at home, and this would in our opinion 
avoid so many of them getting on to 
institution waiting lists at all. There are 
varying views as to what the Health Act 
means with regard to establishing occupa- 
tion centres. Many local health authori- 
ties accept it as a duty and 1 press ahead 
and provide the centres. Others will write 
to the parents’ group of our Association 
and say: “We are under no obligation. to 
keep such a centre open, or to provide 
transport ”. Many local health authorities 
have not in. fact provided occupation 
centres at all over large parts- of the 
countryside. Most of the 200 or so centres 
a, re in built-up areas and many rural 
counties have no centres-. Even some big 
towns have, either no centre or perhaps 
one; Newcastle is an example, a large 
industrial town, which has one kinder- 
garten and one part-time centre. I think 
our Association feel that 'the provision of 
occupation centres should be made 
compulsory. 

The question of compulsion on the 
parents was raised by Mrs. Braddock to 
your earlier witnesses just before we came 
along, and our Association is. a little bit 
chary of coming down firmly until we 
fed that the provisions for appeal would 
/be flexible enough to allow the child who 
was delicate, or who was emotionally diffi- 
cult to be kept at home rather than sent 
to the centre. There are some children 
who just would not be suitable for a centre 
and we feel that the parents . should have 
powers of appeal and very wide discretion 
as to whether the child should go. 

But subject to that we feel that there 
should be compulsion on local authorities 
to provide centres. We feel also that it 
should not be left, as it is now, for the 
authority to wait until there is a minimum 
number of ascertained cases. Some authori- 
ties lay down 25, some 30 as the minimum 
number of cases to be ascertained before 
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they will set in motion the setting up of a 
centre. We feel that enough is known 
already of the incidence of mental handicap 
in the population for the authorities to 
be told that, judging by the general in- 
cidence, there will be enough children in 
the boundaries of such and such an area 
for an occupation centre to ibe set up, and 
once a centre is set up parents will be much 
more willing to come forward than if there 
is no centre and no facilities. The parents 
who hide their children away are mostly 
•the parents who are afraid of their children 
being whisked away into institutions without 
their consent. . Many parents are still afraid 
of that in this day and age. — {Mrs. 
Wheeler.) In Crawley New Town there is 
no provision at all, and I have heard of 
several cases of people who will not come 
to live in Crawley because they know there 
is no provision for their children, and yet 
there is a new town being built, new 
schools, everything, but no occupation 
centre. 

882. The children you are thinking of 

are children who have already been classi- 
fied as ineducable? Yes, and are prob- 

ably attending an occupation centre in 
'London. Some of those people will not 
go to Crawley at all because there is no 
provision there, not even an opportunity 
class attached to the ordinary school. And 
there you have the chance to build a centre. 
—{Mr. Drown)'. We also consider the train- 
ing that is provided in the occupation 
centres is really quite inadequate. The age 
groups, of course, are very, very wide. 
I think they run something like from three 
years to fifteen or sixteen and possibly more 
—I am not exaggerating— and it is quite 
impossible under present conditions really 
to provide what .we should term real train- 
ing. They just merely keep the children 
occiipied. 

883. Is that not the danger about making 

the provision of occupation centres indis- 
criminately compulsory on all local health 
authorities irrespective of the number of 
children ascertained, (because to have an 
effective occupation centre you must have 
some classification by age, and also by apti- 
tude? (Mrs. Fryd ): That you have not 

got at the present time. If a county council 
decides to open an occupation centre, its 
ascertained cases will be within a very large 
age-range. I have heard of people of 40 
and of very maxed types, very mixed mental 
ages, and they may all be accommodated in 
one church hall. Whereas if there were 
compulsory powers .to open occupation 
centres there would also be compulsory 
powers to build, we hope, and they could 
build the places with classrooms where, 
the children could be classified according 
to age — not very rigidly according to age, 
but mental age and emotional development 



a9 is done where a local authority takes 
over a large house and converts it There 
you have ithe opportunity to classify, and 
where you can get enough staff you get in- 
dustrial and craft rooms for the older ones, 
nursery groups for the younger ones, and a 
general curriculum for the middle groups 
in age and mental age. 

884. Are you quite sure that, if one could 
get away from this stigma of certification 
or whatever you may call it, the big insti- 
tution is not probably really the best place 

in which to have occupation centres? 

No, not necessarily. I do not think so. 
The question of certification is not just a 
matter of stigma. It could be got over if 
it were, but it is not only stigma. It is 
the feeling of the child being no longer 
your own child. Once you have your child 
certified then you have lost powers over it. 
Other people have power over the child, 
whereas with the ordinary child going to 
school no one has power over it except the 
parents. 

885. Wherever the occupation centre is, 
the child must be certified if there is going 
to be any compulsion on the parent to 

s-end the child there? 1 do not think 

that should be necessary because the child 
who goes to school does not have to be 
certified as normal. 

886. This is a child who is not going to 
school, who falls not under the school 
attendance officer but somebody in the 

occupation centre? Those at occupation 

centres at the present time are not certi- 
fied. Ascertainment is merely the fact that 
they are registered as being ineducable. 

887. “Certified” is an ambiguous word? 

Perhaps it is rather ambiguous, but 

ascertainment does not carry with it any 
liability to anything; but as the normal 
child must go to school so the sub-normal 
child must go to training — that is our view 
— unless it is too sick. 

888. You are only recommending this 
for children up to the age of 15 or 16? 

Yes ; beyond that age — and I think it 

should be 16 because the special school 
children attend until 16 — beyond that age 
we feel there should be power to' set up 
craft centres, industrial centres, call them 
what you will, where the children learn 
something which is more creative than 
merely occupation ^something which is not 
necessarily competitive commercially, but 
where they are making something which 
has some saleable value, and where they 
could be trained, possibly partially to main- 
tain themselves. We think that it might be 
quite flexible as to who should run those 
centres ; whether the local authority should 
run them as occupation centres, or whether 
some other authority such as the National 
Assistance Board or Remploy should run 
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them would possibly depend upon the 
grade and ability of the child. 

889. Surely you would not separate an 
occupation centre from a craft centre, 
would 1 you? You seem to be suggesting 
that there should be occupation centres, 
and at the same time, possibly under a 
different authority, that you should have 

craft centres. If they were merely to 

be development® of occupation centres for 
children who were too low-grade to earn 
a living, they might remain under the 
health authority, but if they were definitely 
for vocational training possibly they would 
come under another authority. So long as 
there was a possibility of a young adult 
going into a training centre for further 
education, that is what matters. At the 
present time Remploy do not accept the 
mentally handicapped, nor do the National 
Assistance iBoard provide centres for them, 
although they have the power to do so. 

I took that up several years ago. They 
only provide rehabilitation centres for 
tramps and people of that kind who need 
rehabilitation before going on to work. 
The National Assistance Board has a duty 
to provide an allowance for mentally handi- 
capped young people from 16 onwards. 
There is another point in connection with 
that — before I forget it. The family allow- 
ance ceases at 15, and the National Assist- 
ance does not start until 16. 

890. That point has already been raised 

in the House of Commons, I think, and 
I think the Minister has promised to go 
into it. Anyway, we note that point; that 
is a clear point. The National Assist- 

ance Board, you see, does have some con- 
nection with the children, and we feel that 
they mighlt provide some rehabilitation 
centres for those who are high-grade, < at 
any rate for those who could earn a living 
under some kind of supervision, sheltered 
workshops of some kind. 

891. I feel a certain danger. Having 
started by putting a duity on local health 
authorities, you are now suggesting mitigat- 
ing that duty by putting similar duties on 
the National Assistance Board or somebody 

else, and so on. These other people 

already have the power to establish work- 
shops for handicapped people, and they 
only do not use it because they feel that 
the health authorities have powers in rela- 
tion to the mentally handicapped 1 — but, in 
fact, they do not use them. The powers 
of the health authorities to provide voca- 
tional training centres are there, but they 
do not use them to a very great extent. 
We feel that at any rate the occupation 
centre should be compulsory for the 
child of school age, and we feel also 
that the children of school age should 
be separated in centres from the 

Printed image digitised by the University of Southampton L 



much older mentally defective people. 
Whether those who have been mentally 
handicapped in their childhood are always 
going to remain so is a matter which is 
argued very strongly. Some people say that 
if the “ I.Q.” is 50 at thie age of 5, it 
will be 50 at the age of 25. We believe 
that with proper training in proper build- 
ings that need not be so, and the child 
ascertained as suitable for an occupation 
centre at 5 might be suitable for a Remploy 
factory at the age of 25 with suitable 
training. What we do not like really is the 
segregation of all the mentally handicapped 
from the community. 

89'2. Have you any views as to how the 
ascertainment of mentally handicapped 
children should be carried out progressively 

and! subject to review? Yes. In the 

first place we feel that many of them are 
ascertained carelessly. It is done very often 
by medical officers who have taken a three 
weeks’ course in mental testing, and who 
may not have had much experience with 
these children. It is done under clinical 
conditions which cannot he satisfactory at 
the best of times, and it is very often in 
our view a question of weeding out suffi- 
cient children because of the lack of 
school provision ; we say that quite de- 
liberately although the authorities deny it, 
we feel that that is done. Because there 
is only one special school in the county, 
because there are only two or three occupa- 
tion centres in the county it seems to us 
that the intention is very often to weed out 
the children as ineducable in the first place, 
and find them subject to- be dealt with at 
an institution which comes under another 
budget in the second place. It is unfor- 
tunate that that does happen, but with the 
very small budgets that are allowed I sup- 
pose it is inevitable. We feel the com- 
munity has to face up to the fact that larger 
budgets will have to be provided, and when 
they are provided then the _ question of 
making provision on the basis of the in- 
cidence of the children will be the next 
step. And when the .provision is made on 
that basis then, you will have a more just 
ascertainment. Ascertainment must be 
made carefully and must be based not 
only upon a clinical test — one test very 
often, although it is clearly laid down that 
there should be more than one test — other 
things should be taken into consideration 
and there should be observation over a 
period. Where there is the slightest 
shadow of doubt an opportunity must be 
given to the child at a slightly higher level. 

$93. Observation where? -In a special 

school or an opportunity class, as it is in 
some areas, where the children are sent for 
observation. I believe 'Sheffield does very 
well in taking children into special schools 
for a period, and they are subsequently 
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referred as ineducaible if they are found: not 
to make the grade in the special school. 
Unfortunately there is only one centre 
which is for hoys only,, so that it must 
depend on provision both of occupation 
centres and 1 of special schools. 

$94. Have you not got to start further 
back — the process iby which a child is ascer- 
tained to be educationally sub-normal, 

before it starts going to special school? 

Yes. The children who are ascertained as 
educationally su'b-normal have mostly had 
a period in a primary school. I do not 
think very many of them are ascertained 
direct from their homes without having had 
a period of trial in a school, and of course, 
the fact that classes in primary schools are 
getting larger and premises are getting more 
unsatisfactory — I mean by that classes are 
having to be accommodated in church halls 
instead of in newly built schools — is going 
to have an effect in making more of the 
children who cannot do very well in those 
conditions ascertained “ e.s.n.”, and when 
they are ascertained as e.s.n. they will 
be pushed down and other children pushed 
out at the bottom and become ascertained 
as ineducable, who should really be the 
children in the special schools. I was at 
Luton special school when this happened 
on one occasion. I was visiting there and 
I had visited them before. They had a 
class of very retarded children, some were 
learning to read. They were all very 
happy with their occupations ; they fitted 
beautifully into the pattern of the school, 
and the headmistress was very proud of 
them ; but the local education authority 
came along with a batch of children turfed 
out from primary school and said “ You 
must get rid of your class,” and they were 
sent some to an occupation centre at Dun- 
stable which is perhaps seven miles away, 
and some to other places, and some, I 
suppose, just sent home. It seemed to- me 
a very great pity because those children’s 
school life was ruined, and the pattern of 
the school was upset and it was not the 
headmistress’s wish that this should happen 
nor the parents’, and I am quite sure it 
was not the children’s wish — but it does 
happen. And therefore we, as an Associa- 
tion, feel that you cannot separate the prob- 
lem of mental deficiency from the problem 
of the school children, the primary school 
and the e.s.n. children, and that is why 
we lay very great stress on the necessity 
for liaison between the Ministry of Educa- 
tion and the Ministry of Health. Per- 
sonally I believe the 'Ministry of Educa- 
tion should be responsible for the educa- 
tion and training of all children under 16. 
That is ray personal feeling, and many 
parents also feel the same ; but the Asso- 
ciation as a whole has not adopted that as 
a policy, so possibly I should not say it 
here, but at any rate they do all believe 
there should be much greater liaison so that 



the children can be transferred up or down 
more easily. 

895. But apart from the question of 
liaison, between the local education authori- 
ties and local -health authorities, which 
ought to be fairly close on the medical side 
because in all local health authorities you 
have also the school medical officer, apart 
from all that does it not strike you that 
these processes of observation are discon- 
tinuous? 'Observation, in _ opportunity 
classes or wherever it may be, is continuous 
for the teacher but the medical officer pops 
in and out at long intervals and there is 
very little continuous observation of the 

problem child, is there? The medical 

-officer could not in any case undertake it. 
Most medical officers have their main 
qualification is something other than 
mental deficiency anyway, and their main 
problem is with the administrative side of 
it, not the education of the child at all. 
They can only act upon reports coming 
from the school or occupation centre, 
whichever the child happens to be in. 

896. And do you think that is satis- 
factory?—— INot particularly, but I do not 
see what else you can do so long as the 
child comes under the medical officer. So 
long as the fate of the child’s education 
is in the hand of a Medical Officer of 
Health who may be an expert in drains 
and things, it is bound to be unsatisfactory. 

897. What I was working up to was this : 
nowhere in your evidence are child guidance 

clinics mentioned. They deal with the 

problem child in the ordinary school, and 
as far as I can make out from my own 
experience their only function is to test the 
child, and if he is found to be ineducable 
they have no further interest in the child. 

$98. I was not holding up the existing 
child guidance clinics as the model solution 
of this problem. But do you not think 
that this may be the point at which we are 
going wrong, that we have been trying to 
set up a system of child guidance clinics 
dealing solely with the problem child, the 
difficult behaviour child, and not dealing ait 
all — or at any rate not much — with the 

mentally defective child. 1 do not know 

whether the child guidance clinics would 
find it practical to deal with those two 
groups, unless the child was schizoid. I 
do not thin'k our county would. This 
Association rather feels that in the first place 
a child who was severely retarded might 
go for advice to an out-patients’ clinic at a 
mental deficiency hospital where they 
would then see someone who was really 
experienced in this particular type of child. 
They would possibly see other children of a 
similar type, and they would see the kind 
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of training which is given in those insti- 
tutions, and it would he beneficial in many 
ways which it would take too long to go 
into, but there would be a better 
opportunity for correct diagnosis of the 
child’s condition, than at a child guidance 
clinic. 

899. At the beginning of your proposals 

your proposals for research. I wonder 

what sort of research you have in mind, 
and if it is clinical research, where and 
under whom you suggest it should be con- 
ducted. Research is needed into 

practically every aspect medically, to find 
the causation of various kinds of handicap 
— and there are so many different kinds — 
to find a cure if a cause is found, and so 
on. We know that there is research going 
on in many mental deficiency hospitals. 
How good it is we cannot find out 'because 
they are very cagey. I remember once 
going to the Royal Eastern Counties which 
I had heard 1 was a very good one for 
research with a party of the Association 
of Mental Health Workers. To my horror 
we were just given a general conducted 
tour such as any well-meaning party of 
visitors might be given ; we were given a 
display of gym by the patients and so on, 
but we saw no research or interesting 
things at all. When I wrote to the 
Medical Superintendent and asked him to 
give me a little more information, he wrote 
back to the effect that since the hospitals 
have been nationalised “ we are not 
allowed to give information to anybody 
except Government Departments But of 
course the research going on at the 
Fountain Hospital we do know about, and 
our Branch there has given £1,000 towards 
that. 

But it all seems to be rather done in 
bits and pieces — unco-ordinated. I under- 
stand the Ministry is going to try to get 
information) from all these different re- 
search centres and do a bit of co-ordinating, 
and we would very much like to see that 
done soon and completely. We feel that 
possibly people are overlapping in their 
work, and if they were to co-operate they 
might get somewhere more quickly. 

We do not believe enough funds are 
granted nationally towards research. Very 
much more money should be given to it, 
and although we may possibly, as an 
Association, be willing to launch a fund 
at some time, we do not really feel that 
this is a matter which should be left to 
voluntary societies. We feel that the 
community should feel responsible to 
undertake this research, seeing that one 
family in every hundred has a mentally 
handicapped member in it. It is a very 
large problem, not a small specialised 
problem only affecting a few people. 



We feel also that there are not oppor- 
tunities for doctors wishing to do research. 
There are not enough fellowships at 
universities granted for people wanting to 
do research, and not enough research jobs 
in the mental . deficiency hospitals. There 
are not facilities even if such a research 
member is appointed for the results to be 
carried _ out. A person might go to the 
Fountain and do research into a particular 
type of child there, and wish to carry 
further the experiments by the training of 
the children to prove something, and 
because of the nursing difficulties they 
cannot carry them on. I do know a case 
where that happened. There is a doctor 
who wanted to do research into brain 
pathology and particularly educational 
methods to carry forward the findings, and 
she found no opportunity here and went 
to America. Unfortunately, after a year 
in America, she came up against Senator 
McCarthy, and she is back here unable to 
find any opportunity whatever for carrying 
on her research which was just beginning 
to bear fruit over there. It is a very tragic 
■thing in the opinion of this Association 
that these things should happen, and that 
is what is behind that paragraph of 
section A, Research. It is dreadful that 
a doctor should be forced to give up 
ambitions and leave this country through 
lack of opportunity to carry on research, 
and I suppose basically it is a question of 
lack of funds. 



900. Have you considered that all this 
reaction against sending defectives. to insti- 
tutions except for cases which are 
demonstrably in need of nursing, may make 
medical research more difficult? There is 
also a point you have not mentioned but 
of which you are doubtless aware, I mean 
the pressure of parents upon hospitals to 
get the most difficult children in. Do you 
think this gives rise to a tendency to' crowd 
out the higher grade defective and to 
reduce in proportion the chances of useful 
medical research in the whole of that field? 

Whether it does really I would not like 

to say. I would have thought that menital 
handicap is divisible into two main types — 
the type where there is a general feeble- 
ness, the lower end of the intelligence curve 
of the population who tend to be the e.s.n. 
borderline types, and secondly the patho- 
logical and congenital abnormality which 
is the type I should have thought would 
have been more interesting to .the research 
officers and more likely to produce some- 
thing in the way of results. The more 
severely handicapped tend to be the 
microcephalies, the schizoids, and people 
of that kind, obviously physically as well 
as mentally handicapped, and there are the 
mongols who are a congenital development 
problem ; I would have thought that could 
be the type of child to be researched on 
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rather than your delinquent feeble-minded 
child brought in under court order who 
fill up the institutions in many cases. 

901. I do not quite catch your classi- 
fication. I was speaking of the tendency 
to crowd out the higher grade defective by 

the idiot and imbecile. There will be a 

number of higher grade ones there anyway 
until they are all accommodated an halt- 
way hostels, because of the question of no 
home and so on, ibut if we do, as you say, 
crowd .them all out, what I was trying to 
say was that then ithe place would become 
a hospital rather than a place for custodial 
care, and the classification I was basing 
partly on my own observation and partly 
on an article written by Dr. Isobel Wilson, 
in which she brings out that there are these 
two main type of deficiency — I do not know 
whether one could say very roughly the 
genetic and the accidental— one does not 
want to over-simplify things, but those 
whose deficiency is based upon some acci- 
dental or pathological cause would surely 
yield more in terms of research than those 
who were merely the dull people. There 
is bound to be somebody at the bottom 
end of the intelligence curve, and it is not 
necessarily based on any medical reason. 

(N Chairman ): I think both you and I are 
getting out of our depth and I must pray 
in aid one of our medical colleagues. Dr. 
Thomas? — (Dr. Thomas): I cannot help re- 
calling that the most valuable research in 
mental deficiency in the last couple of years 
has been done on higher grade cases. I am 
thinking . of a survey that has ’been done 
in regard to aetiology and causation. You 
have got to have your background on the 
near-normal cases in order to have an idea 
of the gross pathology. You must work on 
the higher grade cases as well for research 
purposes. — (Mrs. Fryd ) : As a “ control ”? 
Could you not get them at a prognosis unit 
such as Dr. McCoull has established? 
Must they be permanent institution cases? 

(Dr. Thomas ): Do I answer that question, 
Mr. Chairman? 

(Chairman) : I am afraid that I am giving 
way to the temptation which always assails 
me to give evidence to my witnesses in- 
stead of the reverse. (Mr. Drown) : 
Our Association would provide a per- 
fect medium for the medical profes- 
sion for research via the parents, and 
members themselves would respond, I am 
sure, to even an exhaustive questionnaire 
put to them. 

902. (Chairman): That is why I put the 
emphasis of my questions on the matter 
of clinical research. Any amount of social 
surveys by medical men — if you call that 
medical research — can be conducted by 
questionnaires, but are you likely to get 



very far with -that? It has not been tried, 

has it? Certain things may constantly re- 
peat in the answers which might give them 
some sort of lead. 



903. There is a good deal being done in 

that line, is there not? As far as we know 

I think the answer is No, Sir. — {Mrs. Fryd): 
We did co-operate in one piece of research 
organised by Professor Moncrieff a few 
years ago on mongolism. _ We were not 
then such a large association as we are 
now, but even the small amount of help 
we were able to give I understand was 
helpful in excluding a particular point they 
were working on, and I think Mrs. Wheeler 
has also some experience of that.— (Mrs. 
Wheeler): Professor Penrose, who I know 
is also interested in research from the 
genetdeal angle, was very keen about us 
parents co-operating with the doctors and 
not being afraid to come forward and give 
our own theories — ’because heaps of us have 
got theories. I know as sure as I am sit- 
ing here why my boy is a mental defective, 
but I cannot put it over to the medical 
profession. He was very keen that we 
should continue to explore for ourselves 
and go to the doctor and say “Such and 
such a thing happened at such and such a 
time. Can we do anything about it? ” For 
instance, one doctor was working on skin 
diseases and I undertook to get in touch 
with similar cases all over the country, and 
we then gave the results to this doctor con- 
ducting the research, and he was able to 
eliminate that particular factor — it was on 
the lines of German measles, this particular 
skin trouble, and he was more or less able 
to eliminate it as a cause, and you arrive 
at things in the course of elimination. We 
as a parents’ association can help them if 
the medical profession will come to us, but 
there is a distant gap between us at the 
moment. — (Mrs. Fryd): There is also the 
question of research into finding out as 
early as possible whether the child is_ han- 
dicapped or not. We feel that the children 
are left too long before they are diagnosed, 
and iby the time they are diagnosed pos- 
sibly the mother has made every mistake 
she could possibly have made, and habits 
have been formed which are an im- 
pediment to the child’s rehabilitation. 
We feel that if all the medical and nursing 
staff were trained to recognise the kind of 
conditions that were conducive to mental 
handicap, the physical signs and the 
behaviour signs in a new-born baby, it 
might be possible for them to pass on that 
information to the health visitor, so that 
she, in her tactful way, could help the 
mother to handle the baby in the best 
possible manner, having regard to the possi- 
bility of handicap. If I had known 16 
years ago what I know now, I should have 
known from the first that my child was 
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likely to be handicapped — but I did not 
know it. Her behaviour was a very clear 
pointer, looking back on it, but 1 am sure 
none of the nurses in the maternity hospital 
saw it, the health visitor did not sec it, 
the people at the welfare clinic did not sec 
it and yet my child was an exceptional 
child not like other children — and some- 
body should have been able to say why and 
what to do about it. That has been said 
■to me by so many parents — if they had 
known years ago what they know now they 
would have seen it, and 1 feel that some- 
body should be able to put them wise. You 
should not say to a mother 44 You have 
given birth to an imbecile” and tell her 
to put the child away and forget it— that is 
not helpful ; but help the mother to look 
after the child in the best way during its 
earliest years. I feel many of the bchavioiir 
disorders which arise would not arise if 
the children! were brought up in the proper 
way from the 'beginning. That is a matter 
of curriculum :in the training schools.— (Mr. 
Drown): We feel it might he very useful if 
a period of nursing in a mental hospital 
could be included in the curriculum of all 
nurses. It was an idea 1 put forward in 
a letter to “ The Times ” that was endorsed 
by !Mr. Kenneth Robinson. Apparently the 
suggestion has not been tried, but it might 
usefully be tried anywhere. By that means 
also you might gain a number of additional 
recruits for mental hospitals.— ( Mr.?. Fryd.) 
We feel anyway that there should be much 
more advertising done in the press by the 
various authorities on the careers open in 
mental deficiency work, not only nursing 
but occupation centre supervising and 
psychiatric social work and all the different 
careers which arc open, which hardly any- 
body knows about. T often wonder where 
they come from at all, because nobody 
knows anything about these careers, and 
the constant cry wc get from local authori- 
ties is ‘‘We would like to give you lots 
of occupation centres, but wc cannot get 
the staff.” Tf we could make sure of the 
staff they would have no further excuse. 

904. I do not know of any profession 
nowadays that does not think it is woefully 
short staffed.— — Quite so, but the popula- 
tion is increasing. 

905. It is not at the moment. The 
generation we are dealing with at the pre- 
sent moment is the generation born, some- 
where about 1935 when the birth rate was 
at its lowest. We arc all so haunted by 
the bulge in the school population that we 
forget entirely the drop that came in the 
school population 20 years ago. What is 
the next point you would 1 like to draw our 

attention to? We have dealt with the 

occupation, centres, but there is always the 
child , who is too sick to go to either a 



special school or an occupation centre, and 
whose parents do not want to send him 
away to an institution, and we feel home 
teachers are the only possible answer there. 
— (Mrs. Wheeler ): Particularly in the coun- 
try areas. — (Mrs. Fryd): The provision 

made in many counties for one home 
teacher who rushes round from place to 
place giving 30 minutes a week to- each 
child cannot possibly be adequate. We feel 
that there .is a career which might interest 
a great many people. 

906. IHome teaching of the child might 
be very important, but is it an occupation 

centre problem? It is a local health 

authority problem. 

907. But is it not very different from the 
occupation centre? What a teacher can 
hope to teach the child in the home is 
possibly to read and write? A child in a 
farm cottage cannot be given much occupa- 
tion?— — They can be given handwork and 
apparatus can be loaned, and 1 the work can 
be collected at intervals. I do .not think 
that is insuperable. Even if she does little 
more than teach the child to do up its 
own buttons, take itself to the toilet — which 
is a large part of the occupation centre 
curriculum — that would be something 
extremely valuable to these children. Then, 
having taught the child to do something 
with its hands, you could go on then to 
handwork — possibly to reading and, writing 
— at any rate to some cultural pursuit, possi- 
bly not involving high academic qualifica- 
tions — music, something to interest the 
child.— (Mr.?. Wheeler): The mere fact that 
he is in the hand's of a qualified teacher 
gives the parents a break. Many of these 
in the country districts are unable to travel 
because thev have a bad heart or something 
of that kind, but they would be perfectly 
capable of simple work— rug-making, photo- 
graphy, various _ agricultural pursuits, 
gardens and that kind of thing. Tf in that 
case somebody qualified to keep an eye on 
them and teach them the _ ordinary facts 
of life were found, the feeling of a parent 
that, she can go off for a couple of hours 
and know that the child it not going to 
come to any harm is of great value. Most 
people do not realise you have to have 
the child with you 24 hours of the day and 
that 24 hours of the day for 365 days of the 
year can be very wearing. When the county 
gives no provision at all although the child 
might be quite high-grade, T can name 
several who would think a home teacher 
was the least they could do. 

908. You say high-grade and you give 
occupations in which they could be trained, 
but are not many of your examples occupa- 
tions suitable to rather low-grade children? 
([ meant able to go out by themselves. 
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do a bit of shopping— in. that category. 
(M r Drown)-. The parents themselves 
could also usefully recerw . teaming m 
methods of teaching their children which 
™uld be very useful. They should be 
encouraged to do that where no occupa- 
tion centre exists, and it is really surprising 
how a number of those children can make 
progress if they do get some sort of tram- 
ms really early. It is surprising also the 
ignorance even of intelligent mothers who 
have not a clue as to how to go about 
training their children. My wife has helped 
a number of mothers of backward children 
to gat the best out of them. Speech 
therapy is also a very important part or 
the backward child’s training. Most de- 
fective children suffer from speech ditn- 
culfies and there again the attendance of 
a speech therapist at an occupation centre 
would be extremely helpful. 



909. Might it not be better in. order to 
cover the most scattered rural areas to have 
a residential occupation centre, rather than 
to send your home teachers round to the 

villages? (Mrs. Wheeler): Yes, but you 

are up against the financial difficulty. It 
is much cheaper to employ a home teacher 
as a temporary measure than it is to acquire 
a residential centre. — {Mrs. Fryd): As far 
as tie scattered areas are concerned we 
feel a residential occupation centre would 
be the answer, but there are still the 
children who cannot go to a residential 
centre because they are cot cases or they 
might be very severe spastics, but not neces- 
sarily so unintelligent that they should be 
left to. lie in bed all day with no occupa- 
tion. I agree with Mr. Drown that many 
mothers do not feel competent and, frankly, 
are not competent to undertake teaching. 



910. i was wondering whether that is 
not a case for hospital — the case such as 

a spastic child? Well, I do not know. 

If the child has got a mind to be de- 
veloped and is happy ait home, why say 
he must go to an institution? The mother 
might be quite content to. give him the 
nursing care, but cannot necessarily pro- 
vide the teaching. I can instance the case 
of a little boy, not a spastic, who was 
promised a place at a Rudoilf Steiner home 
by the education authority five years ago, 
but he hias not got there yiet. His mother 
has taught him reading, writing and arith- 
metic, history, geography and art. This 
mother has no help in the house and no 
remuneration for the task of teaching. The 
suggestion of that Branch secretary is that 
where mothers are undertaking teaching 
in a satisfactory way they should be given 
financial assistance. 



911. Was that the case of a child in a 

rural area? St. Albans — it is a semi- 

rural area. The mother does not particu- 
larly want to send him to the mental de- 
ficiency hospital. She is quite happy to 



have him at home, but she would like 
help with the teaching or some help 
with the housework. We feel _ that 
if you educate and train the children 
who are happy at home and whose parents 
are happy to have them, it is going to 
be less expensive in the long run than 
building institutions, because if you are 
to sand them all to institutions you must 
buiild twice as many as there are now. We 
have really now got on to the question of 
children for whom we feel, as well as 
having home helps, short-stay care should 
be provided to a greater exitent than it is 
now when there is a domestic emergency. 
Many parents, as I say, are very happy to 
have the children at home and do net 
want to send them away, but there does 
come a time in the life of every mother 
when she feels she would like to have 
a holiday, and' it is very difficult tO’ take the 
children to digs or to a boarding house. 
Camping is no holiday for mother. Further- 
more mothers do fall ill. We are particu- 
larly concerned 1 for the widow with a handi- 
capped child who must be watched. How 
can the mother retire to bed when, she is 
ill? There is nobody to give them a help- 
ing hiand at all. There is the case of a 
woman in a lonely cottage on the Yorkshire 
moors and she has a dreadful time because 
she cannot oven go to bed for half a day 
if she is ill. She cannot go anywhere at 
all ; she never goes anywhere except to 
the shops and then, she always takes the 
child with her. Short-stay homes are an 
essential i'f we are going to encourage 
people to keep their children at home 
rather than send them permanently to 
institutions. 



912. That case you mentioned of the 
cottage on the lonely Yorkshire moor- 
how would: you deal with that? Do you 

suggest a resident home help? (Mr. 

Drown): NO, Sir. — (Mrs. Frycl): I was 
thinking In terms of short-stay care. Un- 
fortunately the child is too old to go to 
the home we have opened which is the first 
home in the country of its kind exclusively 
for short-stay; we have had to limit the 
age for practical reasons, and we would like 
to see short-stay care for older children. 
This girl is, I think, 16, and I have heard 
of other girls also in the north of England 
who are similarly too old to go to Orchard 
Dene, :but tlheir mothers desperately need 
relief, and they can only get relief by hav- 
ing the child put down for an institution 
which may take five years, ten years, fifteen 
years.— (Mr. Drown): ft seems that the 

authorities themselves and the experts do 
agree generally that a home life is. better 
for the higlh-grade defective than institu- 
tional care, and that it should be encour- 
aged. In supporting that we feel that if 
the parents are willing to have their children 
at home they should receive some sort of 
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assistance where necessary. I mention that 
in support of this short-stay care ; it gives 
-parents a break. It is very necessary In 
fact Dr Kenton asserts that a breakdown 
on the part of the parents, .particularly the 
mother at some time in her life is inevit- 
able unless she gets an occasional break 
from the care of that child. The tendency 
does seem to ibe tlhat in many cases parents 
of defective children are left to fend for 
themselves to a great extent, and that the 
whole service is — -.vital shall we say — the 
Cinderella. It has, I think, suited almost 
everybody in the past to keep the subject 
of mental deficiency and mentally defective 
children in the background, but now I think 
the community is gradually becoming aware 
of the problem and accepting it, or begin- 
ning to accept it as they accept blindness. 
Therefore we think that the authorities 
themselves might give more publicity to 
the subject and also help in every way. 

913. I am not certain wlhat the answer is: 
is no assistance .given 'by the National 
Assistance Board? Take the case of your 
mother on the Yorkshire moors — can she 

receive no grants? {Mrs. Fryd)\ The 

only grant she is entitled to, assuming that 
Susan is 16, is the -weekly allowance which 
is I -think, now somewhere in the region 
of thirty shillings. It is made out in the 
name of the child and has to be collected 
from the Post Office ; but as far as the 
mother herself is concerned, she has her 
naval widow’s pension and that is her only 
income, and she is not entitled to National 
Assistance or anything else. We rather 
think that -possibly there should be more 
financial help to widows over and above 
anything ifiey may have, to bring their in- 
come -up to a reasonable level for a reason- 
able standard of living. 

9-14. Apart from what she is entitled to, 
does not the Assistance Board give special 
help in a case like that -for the chllds 

holiday away from home? -I am afraid 

I have no-t -explored that. -It is worth try- 
ing. iLocal health authorities have power 
to pay maintenance for a child for a short- 
stay under Circular 5/52, and many of 
them do pay for children to go to Orchard 
Dene, and they can send children to other 
homes which exist, ’but not enough homes 
exist for the children to 'be sent to. 

915. {Mrs. Braddock ): Could you tell us 
something more about Orchard Dene, and 
to what extent it is being successful or 

otherwise? I have not got the figures 

with me, but I think on an average it is 
used to capacity. Last year we had to close 
it down because there was an epidemic, but 
we are making -some alterations so that epi- 
demics will no longer occur. Of course 
we do know they occur in the best-run 
hospitals, but we are trying to make it 
pretty foolproof on that count. It is used 



mainly by children sent from local autho- 
rities ; there are some private cases also. 

I think 'London and (Middlesex have sent 
the greatest number of children, but Liver- 
pool has also sent very many. Essex I 
do not think has sent any at all. Up till 
recently they refused to operate 5/52 at 
all, and of course it is not compulsory for 
a local health authority to send children 
for a short-stay at all, it is only permissive, 
and! some authorities are not doing it and 
refuse to do it. Others are very forward. 

916. You say then that Orchard Dene has 

been successful? Yes, it has been suc- 

cessful. There have been ups and downs — 
difficulties which you get in every home, 
but in the main we think it has been a 
great success. 

917. My information is that it has not. 

That is why I am asking you? If you 

mean financially, I think it made a loss and 
had to put the fees up, but socially from 
the point of view of the children and 
parents it has 'been successful. Parents get 
a much-needed break, and many children 
have improved even in the short time 
they are there. One little boy learnt to 
walk while he was there, and other children 
have learnt to feed themselves. 

918. What is the cost to the local 
authority? — 64 guineas. It was £4 14s. 6d., 
but it had to be put up because of the 
N.A.M.'H. making a loss. Still, it has been 
a very great success from the point of view 
of the service given. The Middlesex County 
Council consider it is a very good thing and 
I believe they are considering opening a 
similar short-stay home for the county. 

919. (Dr. Thomas): Do you know the ex- 
tent to which use is made of Circular 5/52 

in mental deficiency hospitals? 1 cannot 

give you any information on the extent, 
but it has been made easier. 

920. It is official now. The difficulty is 
they are always being pressed for permanent 
admissions for urgent social cases, so that 

the 'beds are always filled? That is what 

we feel about it. The institutions have 
got this waiting list, and they have got the 
problem that -the bed is only temporarily 
vacant, and it may be required again for 
the person whose bed it is, and it would 
not be wise to say that short-stay care 
should be based upon institutions. It would 
be wiser to have special hostels open all 
the year round, as Orchard Dene is, for 
short-stay care only. I would like to say 
here that in New Zealand two such hostels 
have been opened by the comparable 
parents’ Association over there, and I think 
it is a movement which is going to grow, 
but we as a voluntary body with small 
funds cannot hope to fulfil the needs of 
the whole country, and we feel that the 



Printed image digitised by the University of Southampton Library Digitisation Unit 



168 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



health authorities as well as providing main- 
tenance for the children should actually 
provide the housing and the staffing on 
the pattern of Orchard Dene. 

921. (Mrs. Braddock): There is one 

other matter in your paper, Item A (1) (f). 
You say health authorities “ shed ” respon- 
sibility for children by referring them to 
Regional Hospital Boards, What exactly 
do you mean there, that health authori- 
ties “ shed responsibility”? 'If a health 

authority has not provided any occupation 
centres and they have these children coming 
along demanding facilities, then the easiest 
thing for them to say is “We will have 
your child’s name put down for an institu- 
tion,” and when the child ds put down for 
an institution there is no financial burden 
on the health authority. 

922. You say they “ shed ” responsibility. 
Is not .the position that the health authority 
is bound to supervise a case that is re- 
ported until institutional accommodation 
is found? So they do not shed the respon- 
sibility? They have to continue to visit 

and continue to supervise? -In theory, 

and many health authorities do fulfil their 
responsibilities regarding visits. We are 
not saying they do not. 

923. But you do, you say “ Health 

authorities shed responsibility,” which is 
not quite the fact? Some health authori- 

ties shed responsibility for some children, 
is that better? We might even put it as 
strongly as many. 

924. They have an obligation to super- 
vise? Yes, they have an obligation to 

supervise, but how is it carried out? I do 
hear of authorities where there are fort- 
nightly visits paid by a psychiatric social 
worker to the homes of these children, but 
in other places I hear of a lapse of three 
years or more between visits. I know some 
health authorities are pretty good, but a 
great many of them are just the reverse of 
good because there is no compulsion. 

925. (Dr. Rees): You are strong advo- 

cates of ithe home care of the defective 
child? Yes. 

926. You feel you could 1 do more if you 
had more assistance from .the local 
authority— that is. the gist of your evidence? 
That is. so, yes. 

927. Tell us how many local authorities 
have no satisfactory occupation centres at 

the moment? 1 am afraid 1 I have not 

got .the figures with me but Miss Hornsby 
Smith did give a figure in the last Debate 
when it was. raised by Mr. Kenneth 
Robinson. Quite a number have no occu- 
pation centre, not even unsatisfactory ones, 
and a large number of counties have un- 
satisfactory ones. In fact, I would say, 
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most are unsatisfactory, as far as accom- 
modation is concerned, as far as toilet is 
concerned. Most of ithe occupation centres, 
being in hired premises like church halls, 
have no playground, no facilities for hot 
dinners'. Many health authorities do not 
provide any sort of itransport or guides for 
the children coming and' going, so that 
the mothers have to trail ithem backwards 
and forwards. The nature of ithe .premises 
depends., of course, on what premises exist 
already. I think only about three new 
occupation centres have been built since the 
war. There are some going up in various 
places at the present time, but that has 
been ithe chief difficulty, the lack of suit- 
able premises, and iwhere you get a centre 
with 60 children, all in one room, it is 
amazing how good they are really, when 
you have one supervisor trained with a 
year’s course only, and two possibly un- 
trained assistants, one employed largely on 
•toileting most o,f the day, and they have 
somehow or other to teach and train those 
children according to each group. I 1 have 
been into one hall where there were about 
60 children. They had got them sitting 
round in circles. There were no /tables, 
but little chairs arranged in rings, and they 
were trying to got each group doing some- 
thing different according ito its. ability ; it 
was working to an amazing degree when 
one considers the difficulties, but I could 
not help thinking, if the children were 
producing work like that under those con- 
ditions, what could they not do if they 
had proper equipment, proper segregation, 
proper fables and proper facilities. They 
may not have been ineducable at all.— 
(Mr. Drown) : 'It seems to us that the local 
authorities are not always, shouldering their 
responsibilities towards these children, and 
we can quote a number of instances where 
members of our Association have formed 
.their own occupation centres for the 
children when, the local authority have 
refused to do anything. They have 
admittedly in many cases come forward 
and finally accepted the responsibility. I 
can quote ithe borough of Willesden f<?ur 
years ago ; there they had no occupation 
centre at all until one was started by a 
few parents on a co-o-perative basis, and 
now the local authority has accepted the 
responsibility and opened an occupation 
centre. The first accommodated 35 children, 
and they have now a second one accom- 
modating approximately 100. I mention 
that to show that the demand was there, 
but nothing was done by ithe local authority 
until the parents got down to the business 
themselves. 

92i8. What would you say was an ideal 

size for an occupation centre? It is 

rather difficult to say ; it depends on the 
age groups. — (Mrs. Fryd): It depends on 
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the premises -and the premises must depend 
upon it he number of children. 

929, .In a town of 100,000 population 
how many children would you say would 
have ito 'be provided for in the occupation 

centre? <Mr. Drown): 1 would' have 

thought somewhere in the region of a 
hundred, so that they could he more easily 
classified. Ait the moment the average 
occupation, centre has a group of indi- 
viduals of ages ranging from, say, three to 
sixteen. 

930. That would be 'their chronological 
ages. The mental ages would 'be from two 

tO' seven, or something like that? Yes, 

•but nevertheless they are not classified for 
the purposes of training which would be 
beneficial to them; they are just merely 
occupied. 

93*1. And you feel quite definitely these 
children going to an occupation centre and 
living at home with their mothers would do 
very much better than in a mental deficiency 

colony in general? (Mrs. Frycl) : Yes, 

other things being equal. 

932. In any case there is< a reluctance 

to send them to- an institution? Yes. 

933. One of the reasons you gave was 
that the -mothers could not discharge them 

very easily? That is the fear. I do not 

know whether there is always much in it. 

I have had people write ,to me and say, 
“Can you help me to get my child out of 
•this place.” Jit depends, a lot on the 
personalities involved' whether it is easy to 
discharge, the personality of the child; the 
personality of the mother, and that of the 
Medical Superintendent sometimes. I think 
the feeling is not only that parents do not 
like the stigma of the institution, but it is 
a -biological thing, the mother does not 
want to part' with the child until it is ready 
to stand 1 on its own, feet. Even when you 
send your child away somewhere where 
you believe it is having 'better care than 
you could provide, that still does not solve 
the problem, for the mother. You can go 
up to the institution in the afternoon, see 
the child happy, have a chat with the 
doctor, and come back the same night and 
have a nightmare. 

934. What restrictions should be placed, 
if any, on the parent’s right to discharge, 
a child from a mental deficiency hospital? 

'Restriction's? I suppose -there must be 

some in the background, but I think they 
should be in, the background. 

935. You do- not believe any mother 
should be allowed to discharge her child 

from a mental deficiency institution? 1 

do think most mothers should be allowed 
to. There should -not be any -bar on doing 
so; at any rate so long as they understand 
what it involves, so long as they have a 
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home and they are themselves mentally and 
physically fit to look after the child. When 
they can convince the Medical Superinten- 
dent that that is so-, 1 do 1 not see why 
there should be any bar. 

936. Should the Medical Superintendent 
have any power to prevent the child being 

discharged by the mother? Technically 

l think he should have power in the back- 
ground. 

937. What sort, under what circum- 
stances? There should be an independent 

person to decide, possibly. 

938. So that he should not have the 

power? No, it should' not be his- per- 

sonal power. There should be power i-n 
the background for him to produce his 
evidence, and for -the mother to produce 
her evidence, and that should be available 
at any time— not just at intervals of five 
years— -and the person concerned, the 
authority concerned to which appeal should 
be made should be rather more independent 
than 1 -think the Board' of Control is in 
these matters. 

939. What sort of body have you in 

mind? The Board of Control should be 

represented, and there are other kinds of 
bodies to be represented also. It is rather 
difficult to answer at short notice. 

940. The- other body might simply become 

the Board of Control? No, it should -be 

a liaison body -of some kind, not a per- 
manent body. — '(Mr. Drown): We think 

there should be closer liaison between -the 
hospitals and 1 institutions and parents. In 
fact, I think that is gradually coming about 
by groups of parents being formed as 
friends of these various institutions, and 
we would also- like to see parents or guar- 
dians co-opted -on to the (Management Com- 
mittees of < these hospitals. We think we 
can do quite a lot to co-operate with the 
people responsible for the welfare of these 
children. 

941. (Chairman): Yes, but there are two 
things, _ are there not? There is the maxim 
of liaison and co-operation, but in this 
case we are considering you have got to 
have somebody with power to decide be- 
tween the medical recommendation and -the 

parent? Quite, Sir. It is a difficult 

question, of course. — (Mrs. Fryd.) That is 
why I feel the power to decide should not 
be another medical body. 

942. (Dr. Rees): Not exclusively medical? 
No. It should be someone also repre- 
senting the ordinary lay community, people 
who can consider the parent as somebody 
like themselves and not as somebody on 
the other side of the table. 

943. (Chairman): What view do- you take 
of the functions of the magistrate in regard 
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to mental deficiency? {Mrs. Frycl.) Most 

of the magistrates 1 know know nothing 
whatever about it, and they admit it. They 
are called upon now and again to make an 
order, but it is something so isolated from 
their general life that it is a pure formality 
at the moment. I do not know what the 
answer to it is. 1 suppose, as people with 
that responsibility, they should be required 
to attend a course, or to find out something 
about it. — {Mr. Drown): It is just merely 
a legal formality, 1 think. It is just 
getting a rubber stamp. 

944. There are two things: there is 

the question whether the magistrate is 
any use as a maker of the order for the 
ascertainment of the child, where there is 
only one side of the case. It is another 
thing, I think, to consider the place of 
the magistrate where you have oonfliot 
between the doctor and 1 the parent. At any 
rate he has got two sides to decide between. 

{Mrs. Fryd): (I think an intelligent 

magistrate would possibly, if he had all 
the evidence and the people concerned there 
— the parent being there to say what he 
likes — he could make a reasonable decision, 
but it should not be entrusted just to a 
magistrate to make a decision. There 
should be other people there. 

945. {Mr. Bartlett ): You would suggest 

having lay, legal and medical? Yes. 

946. {Dr. Rees): Would you accept that 
the Hospital Management Committee should 

have the last word on the subject? 1 do 

not know. — {Mr. Drown): There have been 
cases of wrongful detention. — (Mrs. Fryd): 
We have not found them in our association 
— no cases of wrongful detention. I have 
asked all our branches if they have any 
evidence of it and none of them has. The 
trouble our branches have is in trying to 
get their children in and not being able 
to. . There is just the odd case now and 
again, but even then one does not feel that 
the detention is wrongful in the sense that 
the National Council of Civil ‘Liberties 
would say it was wrong. It is a question 
of a difference of opinion between the 
parents and the medical authorities on the 
welfare of the child. But we do know 
they do exist, these cases. 

947. {Chairman): Anyway, you are not 

at all keen about the magistrate? Not 

just by himself.— (Mr. Drown): At the 
moment there is no alternative really. 



948. 1 should like to ask about A. (1) (e) 
of your evidence, about the omissions of 
local health authorities. You say, “There 
is no legal compulsion on local authorities 
to do so. The .Health Act merely states 
it as a duty.” 1 am afraid that is the only 
form of compulsion on local authorities 
known to English law. What other form 

of compulsion are you suggesting? (Mrs. 

Fryd): The local authorities have some 

powers which are compulsory and some 
powers which are a duty on them but not 
compulsory, do they not — 'Which are per- 
missive powers? 

949. No, a duty is a duty. If we could 

produce a local authority which refused 
to provide an occupation centre on the 
grounds that it had no duty to do so, would 
the Ministry of Health ibe willing to with- 
hold their grant? If not, the duty does 
become permissive. The education autho- 
rity must provide a school for every child. 
:lt would ibe'good if it could be pointed out 
to health authorities that the duty is in 
fact a legal obligation. 

950. Section 30 of the Mental Deficiency 
Act says: “The local authority are hereby 
empowered and it shall be. their duty, 
subject to the provisions of this Act and to 
regulations made by the Ministry of Health 
... to provide suitable training or occupa- 
tion . . It is their duty if the Regula- 
tions of tihe Ministry of Health make it a 
duty in practice. There are instances where 
Parliament gives a Minister power to act in 
default of a local authority. Is that what 

you want? We do, though I cannot see 

the Minister doing it, actually. 

951. Do you feel you have covered the 

ground -sufficiently? (Mr. Drown): Not 

entirely. It is such a complex problem, 
we realise that, but we do feel that not 
sufficient is being -done, particularly in the 
way of training. — (Mrs. Wheeler) : Have we 
convinced you that there is a definite need 
for more training facilities for these child- 
ren? — (Mrs. Fryd): We have got copies of 
the whole of our policy which covers a 
number of points that we have not brought 
up this afternoon, so I will leave those. 
There are so many other points we could 
have brought up and cases we could have 
brought up to support. Thank you very 
much indeed far listening to us at such 
greiat length, and giving us the opportunity 
to bring forward our views on behalf of 
the Children who cannot speak for them- 
selves. 



(The witnesses withdrew.) 
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MINUTES OF EVIDENCE 



TAKEN BEFORE THE 

Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency 

FIFTH DAY 

Wednesday, 30th June, 1954 



Present: 

The Rt. Hon. the Lord Percy of Newcastle, P.C. ( Chairman ) 

Mrs. H. A. Adrian, J.P. Sir Cecil Oakes, C.B.E., J.P. 

Mr. C. Bartlett, R.M.N. Dr. T. P. Rees, O.B.E., M.D., D.P.M. 

Mrs. E. M. Braddock, J.P., M.P. Dr. D. H. H. Thomas, B.Sc., D.P.M. 

Mr. R. M. Jackson, LL.D., J.P. 

Miss H. M. Hedley ( Secretary ) 

Mr. C. Edgar Shelly, Clerk to the Justices for Chertsey Petty Sessional Division of 
Surrey ( President for 1954-55), Mr. Albert Marshall, Clerk to the Justices for 
the City of Bath ( President for 1953-54) and Mr. B. J. Hartwell, LL.M., Clerk to 
the Justices for the County Borough of Southport ( Honorary Secretary ) on behalf of 
the Justices’ Clerks’ Society 

called and examined. 



Memorandum submitted by the Justices’ Clerks’ Society 
INTRODUCTION 

1. The Justices’ Clerks’ Society was founded in 1839 and incorporated in 1903. 
The Society is the only body representing exclusively clerks to lay justices in 
England and Wales, and has a membership of over 650. It is believed that less 
than a dozen such clerks are not members. Clerks serving the Metropolitan 
magistrates’ courts are not members of the Society. Most of the members are 
grouped in 26 Branch Societies, a method which enables the parent Society easily to 
gather information as to the views of members on subjects such as that submitted 
below to the Royal Commission. 

2. Like most professional bodies, the Society has never limited its activities to 
the interests of its members, and one of its main objects is “ to watch the operation 
of the law . . . administered by Justices of the Peace in the United Kingdom, 
and to note defects therein, and to suggest and promote improvements in such 
law”. It is in pursuance of those objects that the Society respectfully submits 
this memorandum for the consideration of the Royal Commission. 

3. The work of the justices called upon to make orders under either the Lunacy 
Act, 1890, or the Mental Deficiency Act, 1913, is never easy or pleasant, and our 
members are well aware of the anxiety and sense of responsibility the justices 
feel in making such orders. In the course of our duties in advising the justices, 
both in and out of court, we are constantly brought into contact with the views 
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. - , nersons and the modern theories as to the 

of *e medical profession and other pMSon^ ^ conte nt to leave those matters 

tcTthe iprofesslonafboSes r opo S es”to Urnfftte memorandum' to°a 

questions of certification and the jurisdiction 

Lunacy Act 1890 ... ••• The Act of 1913 

Mental Deficiency Act, 1913 -• ••• f 1Q ^ n 

, _ . , . t iQOA The Act or 193U 

Mental Treatment Act, 1930 ... ••• . . . , . . „ 

„ w „,:ii up. rpfprred to by their titles in full. 

All other statutes, and all regulations will be referred io oy 

the JUDICIAL AUTHOKIT^AND^JURISDICTJON oe justice 

5. The Society waul d 

lndtotd q “end for expiation b^ the Royal Commission the following 

suggestions: — , 

(a) That the “ Judicial Authority ” should be abolished ; . 

X S5K 0 

{d) That the Clerk to the justices for such area should be clerk to such 
visitors. 

6. At present the powers and duties of the justices are divided as follows 

The Judicial Authority 

Petitions for a reception order under Sections 4 and 5 of the Act of 1”0- 
Petitions for a detention order under Sections 4 and 6 of the Act of 1913. 

Any justice 

Summary Reception Orders under Sections 14 and 16 and cases under Sections 
15 and 16 of the Act of 1890. 

Temporary Removal Orders under Section 21 of the Act of 1890. 

Reception Orders under Section 30 of the Magistrates’ Courts Act, 1952. 

Orders under Section 8 of the Act of 1913 (Two justices required). 

Visitors of licensed houses under Section 177 of the Act of 1890, and of 

institutions under Section 40 of the Act of 1913. _ 

7. No special qualifications are required in persons appointed as a judicial 

authority, and the main consideration appears to be the convenience ot the 

inhabitants of each petty sessional division” (Act of 1890, Section 10 (1)). Viewed 
solely from this question of convenience the Act produces the strange situation 
that a large county borough must rely on a judicial authority from the justices 
of the adjoining county unless it happens to be a quarter sessions borough, whereas 
a- small municipal borough may have its own judicial authority merely because 
its justices are county justices. It is true that the Lord Chancellor has power to 
obviate any inconvenience by making special appointments under Section 10 (4). 

8. In a number of quarter sessions boroughs it is already the practice to appoint 
every justice on the commission (other than any on the Supplemental List) as a 
judioial authority, and it would appear that this arrangement works satisfactorily, 
gives greater convenience to the public, and also ensures that a wider circle ot 
justices gain experience of this type of work. 
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9. In 1890 Committees of justices were not known, and Parliament had to invent 
some machinery for bringing them together out of court. Nowadays much of the 
work of justices is [performed by committees, e.g. the Magistrates’ Courts Committee, 
Licensing Committee, Confirming and Compensation Committee, and the Probation 
Committee. It would be in keeping with modern trends if the visitors under the 
Acts of 1890 and 1913 were a committee of the justices, which could be appointed 
annually between October and December when other committees are appointed. 

10. At the time of the Act of 1913 there were no women justices, and this 
accounts for the requirement that to the visitors under the Act of 1890 were to 
be added “ one or more women ”. Since the Sex Disqualification (Removal) Act, 
1918, women have been added to all benches and there is now no necessity to 
call upon the assistance of ladies outside the circle of the bench. Any such 
Committee as suggested in paragraph 9 should include members of both sexes. 

11. The appointment of the judicial authority, and of visitors under the Acts 
of 1890 and 1913, are to be made annually in a county at the Michaelmas Quarter 
Sessions and in a quarter sessions borough at a special sessions in October, and the 
names of the judicial authority, and the names, places of abode, and occupation 
of all visitors are to 'be published by the clerk of the peace in each petty sessional 
division. In a Quarter Sessions borough the consent of the Record'er is required 
to the appointment of visitors. These provisions as to publication are of little 
value, and under the Society’s proposals would be unnecessary. It should be 
noted that the public, who may well need a judicial authority, are merely given 
his name but no information as to where to find him ; but on the other hand, 
the addresses and occupations of the visitors are to be given, though the public 
have little, if any, need to communicate with them. The consent of the Recorder 
is a formality and of no value. 

12. Section 178 of the Act of 1890 provides that the clerk of the peace or some 
other person to be appointed by the justices for the county or (quarter sessions) 
borough shall act as clerk to the visitors. It is believed that in counties there is 
some variation in practice, but that in quarter sessions boroughs the clerk to the 
justices is invariably clerk also to the visitors. The section makes provision for 
the remuneration of the clerk which is a charge on the county or borough rate, 
but any assistants are to be employed at the clerk’s own cost. We therefore have 
the position that in all places the justices’ clerk is adviser to the justices in general 
matters under the Acts of 1890 and 1913 ; that in most, if not all, quarter sessions 
boroughs he is also clerk to the visitors ; while in counties (including non-quarter 
sessions boroughs) he may or may not be clerk to the visitors and in some cases 
is clerk to the visitors for part only of a county. In the interests of convenience 
and tidiness consideration should be given to the question whether the duties of 
clerk to visitors should not be brought within the ordinary magisterial system and 
the justices’ clerk be clerk for all purposes arising in his petty sessions area. 

13. Without wishing to divert attention from this main problem, there is an 
ancillary matter which would need attention. .Before the award of the Board of 
Arbitration on Justices’ Clerks’ Salaries, 1953, some justices’ clerks were appointed 
clerks to visitors at an inclusive salary and others at a separate salary. By 
Section 19 of the Justices of the Peace Act, 1949, the salary attributable to general 
duties and that as clerk to visitors are strictly chargeable to two separate funds. 
The Justices of the Peace Act, 1949, did not deal with this matter nor did the 
Board of Arbitration and where the volume of work of the visitors is substantial, 
the provisions of the award to cover local variations are so small that they could 
not be used to assimilate existing separate salaries into the award without creating 
anomalies. 

THE LEGAL MACHINERY OF CERTIFICATION IN LUNACY 

14. The Lunacy Act, 1890, appears to have been based on the assumption that 
there were two main classes of persons alleged to be of unsound mind, namely 
(i) those with relatives anxious that they should be cared for and able to undertake 
responsibility for maintenance, and (ii ) a rather miscellaneous group of patients 
either without relatives of that description and who might be found wandering 
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, mcared for or at least would be within the scope of the then poor law. For the 
first class the urgency order (sic) was provided to cover emergencies, and these 
natients usually found their way if certified into a private mental ihospital, after 
?omewLfSfie7proceedings based on a formal petition. The other class were 
St widiin m a much less fiSmal manner in proceedings which could end in what 
was somewhat significantly called a Summary Reception Order. 

15 There was and still is a subtle difference in these two proceedings. In the 
first case there are somewhat elaborate provisions for the dismissal of a petition 
if the Judicial Authority is not satisfied, but no such provisions of any kind in the 
second case. „ , t , , ,, A ^ 

16. Conditions have materially changed since 1890, and not only has the Act 
been considerably amended, but the social setting m which it is admin s 
completely different. No complete statistics seem to be available, but ■ we are 
influenced in our suggestions (by the following assumptions. Since the Act of 1930, 
increasing use is being made of the reception of patients on a voluntary basis , 
the number of reception orders on petition now forms a comparatively trifling 
proportion of the total ; and it would seem that the tot ^3 referred to above 
(paragraph 14) are now being dealt with under the Act of 1930. The great majority 
of actual certifications are now under summary recaption orders. 

17 In very many cases applications for orders are delayed until a moment of 
crisis has arrived, with the result that there is need of urgent attention to the 
case and any relatives are distressed and agitated and in no mood tor viewing 
the situation calmly. This may not only have a- detrimental effect on the patent 
himself but it also makes the task of officials and justices more difficult. The 
Society’ feels that, while it is essential to meet the need of urgency, it is also 
necessary to give all concerned an opportunity to view the matter in a detached 
manner. The provisions of the Act of 1890 with the various amendments and 
additional provisions have grown so cumbersome that the Society reels that the 
whole situation should be examined and drastically overhauled with a view to 
simplification. . 

18. Obviously the first requirement is the provision of simple bat adequate 
machinery to cover the removal of all types of patients to hospital forthwith where 



necessary. ' . . 

19. Once the safety and care of the patient is provided -for, the Society is oi 
opinion that the tension on relatives can be eased, and there is therefore no reason 
why all types of cases should not be dealt with in the same way, namely by petition 
varied according to the circumstances. All matters, other than actual certification, 
such as dismissals, adjournment, temporary removal, suspension of orders, etc., 
could then follow the same pattern, and a much more workable and understandable 
procedure could be achieved. 

20. In view of the suggestion for a general overhaul of the procedure there 
seems no point in making detailed suggestions for amendment at this stage, but 
it seems proper to refer specifically to the following matters. 



Temporary Removal 

21. The opening .words of Section 21 of the Act of 1890 have always been 
a difficulty—" In any case where a summary reception order might be made .... 
There have for long been two schools of thought as to the implications of the 
word “might” in this context. The doubt has never been resolved, and it is 
believed that practice differs. As far back as 1898, the Editors of “ The Justice 
of the Peace" (at vol. 62, page 700) gave an opinion that no medical certificate 
was necessary before the sub-section could be brought into operation. On the 
other hand, the Editors of Halsbury’s Laws of England possessing maybe greater 
erudition but Jess practical experience than their colleagues of the “Justice of 
the Peace ” — had a footnote in the Hailsham Edition Vol. XXI, page 4~o, 
that “ all the requirements as to inquiries, medical examinations . . . must be 
fulfilled . . . before such an order for removal can be made ”. This note 
remained unamended in “Halsbury” from 1936 until it was deleted in the annual 
Supplements by reason of the National Health Service Act, 1946, 9th Schedule, 
but in our view that Schedule leaves the problem still uncertain. 
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Suspension of Order and Removal 

22. The Society believes that, in some eases, where the second view expressed 
in the preceding paragraph is adopted, the difficulty is overcome by making a 
summary reception order and suspending it for 14 days and giving "directions for 
the proper care and control ” under Section 19 (1). We dou'bt the correctness of 
this method, unless the patient is already in a designated hospital. Section 19 seems 
designed to postpone removal and not facilitate it. Whatever the position referred 
to in the preceding paragraph may be, a summary reception order is an order to 
“ forthwith convey ’’ the patient to an institution. The execution of the order may 
be postponed for 14 days, but the position at the end of those 14 days is obscure, 
unless the patient is in a designated hospital. In any event, one would have expected 
the control of an order to have remained in the hands of the justice who suspended 
it: The difficulty seems to lie in confusion 'between suspension of the order (i.e. the 
finding or adjudication that the patient is of unsound mind) and of removal of the 
patient (who nowadays is usually but not necessarily already in a designated hospital). 
Any amending legislation should provide for keeping these two matters quite 
distinct. 



CARE OF THE AGED SICK 

23. This problem 'has recently received ntuoh attention in Parliament and other 
places, and is perhaps hardly within the scope of this memorandum. It seems 
obvious from reports we have received from a number of quarters that justices 
are being asked to certify where the real problem is senility and not insanity, and 
no difficulty would arise if relatives had sufficient accommodation and the ability 
to provide proper care. The dividing line between senility and insanity must 
often be very difficult to determine, and as others will no doubt deal with the 
problem in its wider setting we merely wish to put on record that our advice to 
justices would always be that they should insist on an unqualified answer to 
the direct question “ Is this patient of unsound mind or not? ” however difficult 
it may be for the medical men to give such an answer. 

The real trouble is that the law has provided proper machinery for dealing with 
cases which are really due to senility, but the necessary accommodation is not 
available. Certification under the Lunacy Act should not be an alternative remedy. 



RELATIONSHIP BETWEEN THE JUDICIAL AUTHORITY, OR JUSTICES, 
AND THE AUTHORISED OFFICER OF THE LOCAL AUTHORITY 

24. This is a matter which the Society approaches with some diffidence, and it 
is desirable to make it perfectly clear from the outset that it is not raised in any 
critical sense. 

25. The task of the justices is neither easy nor pleasant, and this applies with 
even greater force to that of the authorised officer. The examination of patients, 
and their removal if necessary, have usually to be performed in an atmosphere 
totally different from the calm judicial atmosphere which ought to prevail in most 
judicial proceedings, and frequently at times which cannot be regarded as normal 
business hours. It follows almost necessarily from this that the justices and the 
authorised officer are brought into a very intimate association, especially where 
the same justice is frequently dealing with oases. In these circumstances it is 
easy for both, quite innocently, to slip into the position of regarding themselves 
as fellow workers in a common cause, and for the officer to adopt the position 
of general adviser in these matters to the justice, and for the justice to accept him 
as such. 

26. Such a state of affairs, if and when it exists, is highly undesirable. The 
officer, although acting in pursuance of statutory duties, is nevertheless in the 
position of a petitioner or applicant for an order (in fact if not in name), and 
the justice should arrive at his decision quite untrammelled by the views or advice 
of such officer. If the justice needs advice he should seek it independently from 
the justices’ clerk before arriving at a decision, and not (as sometimes happens) 
consult him afterwards. 
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27. We are aware that there is ; some $5d2 proceldi^ 

m such matters. It has been ( ‘ca)) P and more recently that the justice 

KSSfgS® 511 ^ * 

at least, must surely be a judicial authority. . . 

78 As we said earlier we have no desire to be critical of justices or authorised 
officers in tL uerf<»nance of most unpleasant duties, but the patient is presumed 

on bmh\ides e so P m hehave that it is perfectly clear that the just.ce ts free to act 
quite impartially, and does so in fact. 



mental deficiency 



Mental Deficiency Act, 1913, Section S 

79 This section empowers any competent court, on the conviction of any person 
of 2 anv criminal offence punishable in the case of an adult with penal servitude 
or any criminal u .... , ht u e f ore a cour t under Section 58 of the 

ChMren S Ach e i n 908, being found liable to be sent to an industrial school, if satisfied 
on medical evidence that such person is a defective, to take certain alternative stejis 
which would result in his detention in an institution, with a proviso that a court 
of summary jurisdicdon may make an order without proceeding to conviction 
and such a^erson for the purposes of the Act is to be deemed a person found 
guilty of an offence. 

30 Section 8 has since been affected by other legislation, but the section itself 
stands unamended. Section 58 of the Children Act, 1908, has been replaced by 
uortions of Part IV of the Children and Young Persons Act, 1933, which deal 
with the subject matter of the former Section 58 in an entirely different way and 
industrial schools and reformatory schools are now known as approved schools . 
BySn 17 of X Criminal Mice Act, 1948, the liability of. young adults uoto 
the age of 21 is modified, and a court can only impose imprisonment if satisfied 
that no other course is available. 

31 It can safely be assumed that a child can now be sent to an approved school 
(a) if found guilty of any offence for which if a full adult over 21 he could be 
sentenced to imprisonment, or (b) if found to be in need of care dr protection 
under Section 62 of the Act of 1933. A refractory child or young poison under 
Section 64 of the said Act of 1933 seems outside the scope of Sec ion 8. we think 
also that in the case of the young adult, aged 17-21, lie can also be dealt with 
under Section 8, and that the section is to be construed as meaning in the case 
of an adult aged over 21 with . . . imprisonment . 

32 There remains the question of the “young person” aged 14-16, who is 
within the section if found guilty of an offence. If they are care or protection 
cases, the section makes no provision for them, and they can only be dealt with 
by petition. A contrary view, which we do not accept, is given in the Justice 
cf the Peace” newspaper, Vol. 115 (1951), page 221. 



33. The phrase “ without proceeding to conviction " was adopted from the Proba- 
tion of Offenders Act, 1907, Section 1, which is now repealed. A conviction (or, in 
the case of a juvenile, a finding of guilt) is now always a condition precedent 
to a probation order. Its value or effect in Section 8 is now doubtful. In spile 
of the words “deemed to be a person found guilty”, we think (he effect is 
that the court must record a conviction or a finding of guilt in view of the decisions 
in R. v. Sheridan (1936) 2 All E.lR. 883 and R. v. Grant (1936) 2 All E.R. 1156. 

34. A real difficulty in acting under Section 8 is the question of accommodation. 
When a defendant is sentenced to imprisonment there is no need to enquire whether 
the Prison Commissioners have a vacancy for him, but a similar enquiry is very 
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necessary under Section 8. Moreover although Section 8 (3) gives a power of 
detention in a “ place of safety ” pending a petition under Sub-section 1 (a), there 
is no corresponding provision under Suib-section 1 ( b ). 



Medical Certificates 

35. Medical certificates under Section 28 of the Lunacy Act, 1890, “shall be 
evidence of the facts therein appearing ”, etc., but there is no corresponding provision 
under Section 6 of the Act of 1913 or Rule 18 of the Mental Deficiency Regulations, 
1948. Section 8 of the Act of 1913 requires medical evidence — presumably verbal, 
though it is understood that most courts ask the medical witness to put his verbal 
evidence into writing in the form of a certificate — but Section 6 seems to deal 
with the question of medical evidence somewhat loosely. 

36. It is noted that under Section 8 the Court can act on the evidence of one 
medical man, but must see him. On the other hand, the judicial authority acting 
under Section 6 must have two medical certificates but need not see either doctor. 
The Society would suggest that the whole question of medical evidence and/or 
certificates should as far as possible be treated alike in all cases. 



Defectives under Statutory Supervision 

37. There appears to be some doubt as to the status of persons who are ascer- 
tained mental defectives under Section 30 of the Act of 1913 and who are placed 
under what is known as “ statutory supervision ”. It appears that such persons 
are usually defectives within the meaning of Section 2 (1) ( b ) (v) although no 
order is made sending them to an institution or placing them under guardianship. 
If such an order had been made it could toe discharged under Section 11 (3), but 
there is no provision by which the ascertainment under Section 30 can be brought 
to an end. Such persons may appear before a juvenile court which might not 
learn that they are under supervision, and it is doubtful whether they can be sent 
to an approved probation hostel or home in view of Rule 8 of the Approved 
Probation Hostel and Home Rules, 1949. On the other hand we would draw 
attention to the decision in R. v. Cook (1954) 1 All E.R. 60 where it was held 
that it was not an offence to have carnal knowledge with a mentally defective 
female who was under statutory supervision as she was not within the classes of 
defectives mentioned in Section 56 (1) (a). 



Moral Defectives 

38. The Society would suggest that further consideration 'be -given to the definition 
of “moral defective” in Section 1(1) id) of the Act of 1913 (as amended). 

We understand that there was much controversy over the definition of “ moral 
imbeciles ” in the Act of 1913, and consequently the definition was changed in the 
Act of 1927, and the phrase referring to- punishment having no deterrent effect was 
omitted. The word “ moral ” however remains a stumbling block. It is believed 
that comparatively few patients are certified as being within this definition, and 
this is possibly due to uncertainty a-s to its meaning, not merely with lay justices 
but with the medical profession. Does it mean, for example, a lack of moral sense 
in the ability to distinguish between right and wrong, or is it a reference to sexual 
morality, or merely anti-social behaviour? This is a problem on which we claim 
no right to express an opinion, but only concern ourselves with the practical 
problem facing justices. 

So far as we can ascertain original certifications within the category are com- 
paratively rare, but there is no doubt that justices when acting as visitors are 
sometimes faced with the question whether a patient originally certified as feeble 
minded is not really a moral defective. There appears to be no guidance as to 
the powers or rights of the visitors as to changing the category in their report, 
or as to the effect such a change would have thereafter. 
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Duration of Orders 

39. Orders under the Lunacy -Act ■ 

ssLStr ;sr-»s — *»»' 

be given to the five-year period under the Act ot 191 J- 

40 Although the defect is permanent, modern treatment and care can in many 
cases' Xch alleviation. The type of case the Society has m mmd is 

where the visitors are called on to examine a woman of say 30/35 who has 
ThSdv teen in Sstitutions for a long period. There may have been considerable 
improvement and the visitors feel that in say one year or two years she may well 
he fit for discharge or release on licence -but will be most reluctant to certify her 
as fit for detention knowing that she will not toe seen toy the visitors for a further 
five years It is appreciated that the Board of Control always appears to view 
sympathetically informal suggestions on these lines, tout as the Visitors usually 
do not hear what ultimately happens, this does not relieve their doubts. Power 
should be given to the Visitors to direct or require an earlier examination. 



Powers of Visitors 



41. Under Section 40 (3) of the Act of 1913 the Visitors are to perform such 
functions as are assigned to them toy the Act, and .such further duties as may be 
assigned to them by regulations — see Section 11 and the Mental Deficiency Regula- 
tion! 1948 paras. 99 to 103. The Society would suggest that-particularly m view 
of the decision in R. v. Statutory Visitors to St. Lawrences Hospital ex parte 
Pritchard (1953) 2 All E.R. 766— the time is ripe for an examination of the whole 
position of the functions of the Visitors. 

42. Under the present Act and Regulations the Visitors are to make a report 
stating (a) the category of the patient, ( b ) the means of care and supervision 
available if the patient is discharged, and (c) whether the patient is or is not still 
a fit and proper .person to he detained in an institution. 



43. In addition to the matter mentioned in paragraph 40 supra the Society would 
raise two further points: — 

(i) If the Visitors are of opinion that the patient has been wrongly classified, 

or that his condition now warrants a change of classification, are they 
still bound by the original classification, or are they free to act on their 
opinion? 

(ii) As to care and supervision, the examination may well be made many 
miles from the patient’s home and the only information the Visitors have 
is a report from the local health authority with any knowledge they can 
gain from the patient himself. The Society recognizes that the compilation 
of this report must often he a matter of difficulty to an officer who may 
have no real knowledge of the patient, but they sometimes amount to 
little more than a simple “ Yes ” or “ No ” to a series of stereotyped 
questions on a printed form. Statements by the patient may be flatly 
contradictory to this report, though admittedly usually quite unreliable, 
and it is difficult for the Visitors to form a true picture of the home 
referred to. The Society would stress the importance of these reports, 
which can be of real value on the one hand, or on the other a source 
of embarrassment to the Visitors. 
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Examination of Witnesses 



9 5i2. (i Chairman ) : We are very grateful to 
you for your memorandum. Would you 
like to add anything to it in the way of 

general introduction? {Mr. Shelly ): Just 

a few words, my 'Lord. In the first plane 
I think perhaps we ought to introduce our- 
selves, so that the members of the Com- 
mission may know precisely what our posi- 
tion is. ll have the honour to be the 
President of the Justices’ Clerks’ ’Society, 
and I am the Clerk to the Chertsey, Surrey, 
Petty Sessional Division. On my immediate 
left is Mr. Albert Marshall, who is my 
immediate predecessor as President and 
who is the Clerk to the Justices for the 
City of Bath, and next ito him is Mr. 
Hartwell, who is Clerk to the Southport 
Justices and who is the Secretary of the 
Society. 

I want to explain that I have only within 
the last few days taken, over the office of 
President, and the memorandum which you 
have .before you was prepared during the 
presidency of Mr. Marshall. 1 therefore 
propose to leave it to him mainly to amplify 
it and to answer your questions. 

There are however one or two remarks 
I should like to make by way of introduc- 
tion, arising out of the evidence of the 
Ministry of Health and the Board of Con- 
trol. We have read that evidence and we 
appreciate the interest and concern for the 
welfare of the patient as such which is 
shown in that memorandum, hut we would 
like to invite the Commission to look at 
the matter from another aspect, namely, the 
liberty of the subject and the interests of 
the public at large. We seem to observe 
a tendency in this evidence to discount the 
value of the intervention of the magistrate, 
and a suggestion that he might be dispensed 
with to a greater or less extent. Although 
the magistrate may not be a technical expert 
in these matters, he does in our view per- 
form a very vital function. He stands as 
the guardian of the liberty of the subject 
and between the individual and the adminis- 
trative authority he is completely indepen- 
dent and impartial and he acts by virtue 
of his judicial office. To the best of my 
knowledge there is not a single exception, 
in times of peace at any rate, to the well- 
established principle of our common law 
that a man may not be put under restraint 
or kept under restraint save by due process 
of law as signified by the order of a judicial 
officer. There was an exception to that, 
you will remember, in time of war, with 
the (Regulation 18 (B), and we all remember 
the disturbance there was about it even 
then. Any attempt to dispense with the 
intervention of the magistrate in these 
matters would in our view be an encroach- 
ment on this principle. The duties of 
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magistrates in connection with lunacy affairs 
are uncongenial', and I have no doubt that 
the average magistrate from a personal point 
of view would be well-pleased to' be rid 
of them, but he would not wish to do so 
and shirk a public duty, and we consider 
that it would be most unfortunate to make 
such a startling innovation in such an estab- 
lished principle of our legal system. With 
those few remarks, my Lord, we should 
like you to regard that as the background 
upon which our memorandum should be 
considered. 

953. But if I may take this opportunity 
of referring to your memorandum, you do, 
in the section which 'begins with paragraph 
14, suggest that the initial procedure for 
detention should be simpler, and that the 
formal and more judicial review should 

come at a later stage? {Mr. Marshall >: 

That is, in a nutshell, my Lord, the 
attitude we take there. Obviously many 
patients need to be removed quickly and 
under somewhat distressing circumstances, 
and provision must be made for that, and it 
may be that the patient is miles away from 
a hospital or miles away from doctors, and 
so on, and' something very simple and easy 
must be provided for that. But we do feel 
on the other hand that when the time 
comes that certification or no certification 
is Ito be considered, then it should be 
considered under calm and quiet conditions, 
where a magistrate, a doctor, an authorised 
officer, and the relatives all look at the 
problem quite quietly and calmly. 

954. Within what sort of length of time 
after the initial removal would you require 
such a formal procedure to be undertaken? 

1 do not think it is easy to fix a 

specified time, because obviously of course 
every .patient wil] be different, and I think 
it would be dangerous to tie one down to 
a hard and fast rule, but 1 (think there 
ought to be a very short period of days 
before the magistrate gains some sort of 
control of the case. Then if he, consulting 
with the doctors, feels that that calm 
moment has not yet arrived, then the magis- 
trate I think should have power to postpone 
the final consideration. But I think it is 
important that at quite an early stage of 
the proceedings the judicial officer — I am 
not calling him an authority, you know- 
should become possessed of some measure 
of control. 

955. I wonder how you view the func- 
tions of a magistrate — assuming that tem- 
porary removal has taken place and he has 
got time to conduct a proper investigation 
— what is the function of the magistrate 
when the relatives of the patient, the doc- 
tors who made the original recommendation 
for institutional treatment,, and the medical 
superintendent of the hospital are all agreed 
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that the case requires treatment in a mental 
institution? What is the magistrate to do 
against that volume of ex parte evidence 

with nothing on the other side? To 

some extent, my Lord, he is like the man 
in the jury box, if the evidence is over- 
whelming of course his decision is clearcut, 
but, my /Lord, is it always quite so easy as 
you suggest? In my experience, especially 
with the elderly type of patient, the medical 
evidence is perhaps only just, shall I say, a 
little way over the borderline, and that may 
leave at any rate— I know the High Court 
does not quite approve of the words 
“ reasonable doubt ” these days, but it is a 
phrase which has its uses. 

9 56. But how is the magistrate to satisfy 
his reasonable doubt? Is he to interview 

the patient? Yes, he certainly ought, to 

have the right to see the patient and I think 
in most cases 1 should say that he ought 
to see the patient. 

957. I thought that the one thing on 
which everybody of all schools of opinion 
was agreed was that anything in the .nature 
of a judicial investigation of the patient in 
the patient’s presence was probably undesir- 
able in ninety-nine cases out of a hundred 

of mental illness? 1 did not say, Sir, 

that the whole investigation should be con- 
ducted in the patient’s presence. What I 
said, I think, was that the magistrate 
should certainly have the right, and that I 
thought he ought to see the patient. That 
is not quite the same as conducting the 
whole -investigation in the patient’s presence. 

958. It is very easy to say he should see 
the patient or certainly have a right to see 
the patient, but is not that apt to be a 
rather perfunctory visit, in the absence of 
the other parties to the dispute, if. there is 

a dispute, so to speak? Would it always 

be completely -in the absence? If it is in a 
hospital there are bound to be doctors and 
nurses there, at any rate. 

959. But would you not agree that. the 

danger in such a case as we are consider- 
ing is that a judicial officer is performing 
his judicial functions in a highly non- 
judicial way? No, my Lord, I do not 

think so. There are many cases where even 
Her Majesty’s Judges conduct judicial 
investigations ex parte. It may be that, it 
develops into a conflict between two parties 
later on —{Mr. Shelly ): May I put this 
analogy to you, my Lord. The procedure 
— it is not entirely on a par with it, but I 
think it indicates what we have in mind 
as the type of inquiry — the procedure that 
goes on in courts in connection with the 
adoption of children ; there is the adop- 
tion in form, the possession of the child is 
handed over, but the legal proceedings take 
place afterwards ; all the papers are pre- 
pared and submitted to the magistrates in 
what is in effect an ex parte manner. They 



certainly see the child, but then possibly 
the child is put out of the room and the 
proceedings go on in his absence. But they 
have the interests of that child in mind in 
just the same way as the interests of the 
patient would be in mind, and if the 
magistrates had all the papers before them 
they would be able to bring their judgment 
to bear on the matter in the same way as 
they bring their judgment to bear on the 
papers that they have before them in an 
adoption case. I do not know whether that 
helps to explain what is our view.— (Mr. 
Marshall ): It helps to explain it up to 
this point, my 'Lord, because the child is 
in a sense comparable with the person of 
unsound mind. A child, if it is a tiny 
baby, certainly cannot speak for itself, but 
its future certainly rests in the hands of 
those magistrates. — (Mr. Hartwell)-. My 
Lord, I see that Mr. Armor said to you the 
other day : “ I think it is very necessary 
that if you are going forcibly to restrain 
a subject then there should be some pro- 
cedure which is akin to the normal proce- 
dure of the law, that you should not do so 
except on the order of a justice or a judi- 
cial authority, particularly if that order of 
restraint is going to have a permanent 
effect”. What disturbs us a little was what 
was said later, in reply to Question 203, by 
Mr. Armer, where I think -in relation to the 
general subject he said : M That is what we 
are trying to avoid on this procedure, the 
intervention in any form of the justices”. 
It is against that really that we arc con- 
cerned. .But I understood the Ministry and 
the Board of Control were saying that they 
expected there should be the intervention of 
an officer of the law at some point, a 
judicial officer. 

960. I was enquiring whether the action 
of the magistrate when there are not two 
parties and there is no conflict of opinion, 
so to speak, and where the proceedings 
have to be informal — how. far. it is really 
a judicial function, or a judicial process? 

My answer to that. Sir, is that the 

magistrate is acting judicially. It may be 
that what he has to do is formal in the 
sense that all arc agreed;. the value of the 
magistrate is that he is a highly independent 
person, he is a judicial officer and he 
should apply his mind to the issue judici- 
ally. I put it no higher than that, and it 
may be that he can say “ Certainly ” in a 
matter of seconds. Wc say he should be 
there nevertheless. 

961. I suppose all that was true, in the 
old days, when the magistrate had to sign 
vaccination certificates and such documents, 
but would you really call that a judicial 

function? 1 am not very knowledgeable 

about this — was it not that in the case of 
the vaccination certificate he was really 
taking a solemn declaration? T am open to 
correction about this. — (Mr. Shelly ): I 

think in that oase he would be performing 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF THE JUSTICES’ CLERKS’ SOCIETY 



m 



precisely the same functions as a Commis- 
sioner for Oaths performed, 'before whom 
such a declaration could also be made. He 
was merely performing an administrative 
function of taking the solemn declaration. 
He had no right to enquire into its truth 
or anything like that, nor had he any right 
to try to dissuade the person from making 
the declaration, 

962. Your first recommendation, para- 
graph 5 onwards, is in a way slightly 
startling, because you contradict flatly the 
findings of the Macmililiani Commission 
nearly 30 years ago. You remember the 
Macmillan Commission commented very 
adversely on the habit of every justice 
being appointed to perform functions under 
the Lunacy Acts, and was rather insistent 
that there should be a special panel of 
justices. You arc flatly going against that, 
even to the extent of wishing to abolish 

the “judicial authority” altogether? 

(Mr. Marshall ) : A lot of water has flowed 
under the bridges since the Macmillan 
Commission, my Lord. Among other 
things you have had not least the Mental 
Treatment Act, which has made the whole 
climate of public opinion about these 
things quite different We appreciate the 
wisdom of the Macmillan Commission, and 
it is with some reluctance of course that 
one ventures into these fields, but the con- 
ditions have changed so much. The func- 
tions of a “ judicial authority ” — remember, 
I am speaking about a “ judicial authority ” 
in inverted commas for the moment — have 
changed of course in the years. Remem- 
ber at one time the summary reception 
order under Section 13 was a “judicial 
authority’s” affair; it is now made by an 
ordinary magistrate. At one time the 
“ judicial authority ” as such was concerned 
with the problems of maintenance of 
people, in mental deficiency at any rate, 
and all that has gone, so that the wings of 
the “judical authority” in a sense have 
been clipped considerably down the years. 
And with all due respect to the Macmillan 
Commission, my Lord, the emphasis of the 
Lunacy Act ? 1 890 — which of course is law, 
the Commission’s recommendations were 
not— -the emphasis of the Lunacy Act is 
not on the special qualifications of a jus- 
tice to do this work, but on the conveni- 
ence tihat he can bring to bear, the con- 
venience of the doctors and the conveni- 
ence of patients, so that the magistrate .is 
readily available to do this work, and, as 
we have said several times already this 
morning, has to do it very often under 
difficult conditions. 

963. But if you are proposing, as I 
gather you are, to leave the magistrate out 
of the initial temporary removal procedure 
and leave him to operate in a more formal 
and leisurely way at a somewhat later 
stage, the cases where you have got to get 
a justice, the nearest justice, as quickly as 
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possible, the need for that will go and the 
need for unfortunate semi-judicial hearings 
in the house of the patient will go. I 
quite understand why you think it is out 
of date to have a “ judicial authority ” for 
one set of purposes and an ordinary justice 
for another set of purposes, but what is 
the difficulty of having a special panel of 
justices? They would not necessarily be 
specially expert; you have a children’s 
court panel and the members of a chil- 
dren’s court panel are not specially ex- 
pert. They are supposed to be qualified, 

my Lord. (Mr. Hartwell.) Is not the answer 
partly given in paragraph 26 of the Minis- 
try’s memorandum? They say: “In 1953, 
out of a total of 20,499 orders 1:7 per 
cent, were orders on petition and 98*3 per 
cent, were summary reception orders 
The figure is not given, and it may not be 
known, how many of those summary re- 
ception orders were made by judicial 
authorities, but my own guess would be 
that the majority of them would be made 
by ordinary magistrates. 

964. But you are proposing to get rid of 
the summary reception order, are you not? 

Yes, 1 am making a different point 

mow, Sir. The point I am making is. that 
the great majority of entrants, so to speak, 
are at present via the summary reception 
order, 98 per cent., and I am making the 
point that it is my judgment that the great 
majority of those wore not made by judicial 
authorities at all but by ordinary magis- 
trates, because any magistrate can make a 
summary reception order, as you well know, 
Sir. I think what we are saying here — I do 
not think we are tied dogmatically to this — 
is that there is no point in having one or 
two people designated as judicial authorities 
when you can go to any magistrate and get 
a summary reception order. My own 
counity borough, Sir, is not a Quarter 
Sessions borough, and none of my justices 
is a judicial authority. My borough has a 
population of upwards of 84,000' ; there are 
two judicial authorities, two county magis- 
trates, who happen, to reside in the borough. 
It is within my knowledge that when action 
is required by an authorised officer he goes 
to one of my magistrates, and gets a 
summary reception order, and what we are 
saying is, why cannot the basis of the thing 
be broadened so that certainly more magis- 
trates than are at present authorised as 
judicial authorities might be given, the full 
power. 

965. I think we all agree that while the 
summary reception order procedure lasts, 
and you have to have the nearest magistrate 
to make an. order in such cases, there is 
greater convenience in having every magis- 
trate authorised to give such an order, but 
where under your proposals the judicial 
process is to go on in a more leisurely and 
responsible fashion, do you really object to 
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having a special panel of magistrates 

appointed to conduct that procedure? 

My answer, Sir, is “ No,” prwided _ the 
overriding consideration which is specified 
in the Act, namely, the convenience of the 
inhabitants, is given due regard to. That 
is my answer, Sir. I am referring to Sec- 
tion 10 of the Act of 1890, subsection (1).— 
{Mr. Marshall ): We would not object to a 
panel, or whatever you like to call it. In 
fact, something of thait sort, my Lord, is 
in fact implied in our own proposals. The 
Visitors should be a committee. 

966. ( Sir Cecil Oakes): I would like to 
ask a question on paragraph 5 {b), “ Juris- 
diction in both matters should be conferred 
on all justices' having jurisdiction in the 
petty sessions area ”. I wonder whether 
that could be enlarged upon slightly? Are 
you thinking primarily of boroughs? In 
the counties, justices are assigned to one 
petty sessional area ; are you contemplating 
they should not be allowed to act outside 
their own petty sessional area? I think you 
probably had in mind boroughs only, 

there? In the main, my Lord, yes, but 

not exclusively. The phrase “ petty 
sessional area ” is a comparatively new one, 
we get it under the Justices of the Peace 
Act, I think, for the first time. There is 
of course a real difference between the 
borough and the county petty sessional 
division. You may have in your borough 
the magistrates all there with exclusive 
jurisdiction, but in the county of course you 
may have county justices very well spaced 
out among the petty sessions areas, 
although all of them having jurisdiction 
running throughout the county, and in fact 
under the Lunacy Act having jurisdiction 
running outside their county, that of the 
judicial authority running anywhere and 
that of the ordinary magistrates running 
into the boroughs for some purposes. 

967. You are not contemplating, in a 
case like my own where I am not assigned 
to any petty sessional area, that I should 

not be allowed to act? No, our purpose 

was to widen the scope. 

968. (Mr. Jackson ): Does this mean, 

under paragraph 5 ( c ) that the Visitors of 
licensed premises would 'be justices from the 
petty sessional division in which the 
licensed premises happened to be situate, 
rather than the justices from the county? 
1 would admit, my Lord, that this par- 
ticular problem is a matter which would 
want a good 'bit of examination, because 
the work of Visitors is very unevenly spread 
through the country. Institutions just hap- 
pen to be in a particular place; for 
instance, I have three mental deficiency in- 
stitutions and a designated mental hospital 
within my borough, and the majority of 
the patients come -in from the adjoining 
county, and it just so happens that I have 
got those because in the years gone by we 



had a number of medical men who became 
specialists in mental problems, and that is 
just an accident, a geographical accident. 
There are many places where they have 
not got any institution of any kind in that 
area. But rather behind this is the feeling 
that the magistrates on the spot for the 
district as Visitors could probably take a 
more keen and active interest in that in- 
stitution, in its patients and its work, than 
if you have magistrates as Visitors, as some- 
times happens today, who may have to 
travel 30 miles to see patients in that 
institution. 

969. {Chairman): Is it not almost more 
important that the justice should knoiw 
something of the homes from which the 

patients come? That of course is a much 

wider problem, because I am quite certain 
that in the three institutions I refer to in 
my borough the patients come from all over 
the country. 

970. (Mr. Jackson): But you appreciate 
that where you have an. institution in a 
countryside of sparse population, if you 
restricted the Visitors to justices from that 
petty sessional area you would get a very 

small selection indeed? And it might 

put a very heavy load of work on those 
particular justices, we are quite alive to 
that, Sir. 

971. I was in a petty sessional division 
of considerable area and five active justices. 

That does happen in East Anglia. It 

might just happen, for no particular reason 
that we can identify, that you might have 
in that particular area a hospital with 1,000 
patients. 

972. It does happen. On this question of 

the panel or not, you say you sec no objec- 
tion to' a special panel ; I would like to 
put it the other way round and ask whether 
you see any advantage in having a special 
panel of justices? Looking at the prob- 

lem of justices’ work generally, Sir — this is 
my own view, I have not consulted my col- 
leagues — I do not know that I am particu- 
larly anxious to see the panel idea 
developed. I think it is good that _ all 
magistrates should have the widest possible 
experience of all branches and all aspects 
of their work. We have to live in a prac- 
tical world, and from the point of view of 
convenience and handling the bulk of work, 
panels are probably necessary, but one 
should not let the panel develop into a 
position that iMr. Brown is recruited on this 
panel and 1 he stays there until he goes on. to 
the supplemental list. There ought to be 
movement, so that they all get a good all- 
round experience. 

973. The juvenile panel, for instance, was 
formed 1 before retiring ages had been 
evolved, so that there may be an historical 

reason for a juvenile panel? That is 

etected every three years. 
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974. ils it also your experience that, 
from the time of the Macmillan Report 
until now, there are far less justices who 
are passengers these days than there were 
before the time of the Macmillan Report? 
— -Definitely. 

975. That might be another reason for 
not wanting to make a particular selection? 

Yes. 

976. On the later proceedings, you sug- 
gest that within a few days or a certain 
period after reception, if any question of 
detention arises the patient should then 
come ‘before justices— are you envisaging 
a single justice sitting perhaps in the hos- 
pital or elsewhere, or something akin to 
adoption proceedings where one would be 
in one’s ordinary courthouse, although of 
course not with the public present?- — -We 
look at it, of course, against the back- 
ground that a single justice can do the work 
today, and it seems rather impertinent of 
us to suggest that he could not do it so 
effectively in the future, but I 'think I see 
advantages in having something comparable 
to a magistrates’ court, namely, at any rate 
two justices. 

977. Supposing wo look the adoption pro- 
ceedings as the pattern, would you tell us 
what advantages you think that would 
have? Perhaps I should explain that I am 
asking this because I have experience of 
trying to do this under the shelter of a 
haystack, as it were, and I would like to 
know your view as to what advantages there 
might be if we could do this a little more 
at leisure, let us say in the same way as 
we deal with adoptions. — — (Mr. Hartwell ): 

I think it would have this -immediate 
advantage, my Lord, that the justices’ clerk 
could be at hand, and we think that would 
be a good thing. As to whether it should 
■be a tribunal of three or two or one, for 
my own part I think one -would probably 
suffice ; in other words, the kind of hear- 
ing, so to speak, that 1 would contemplate 
would be one justice, with his clerk at his 
hand to advise him, sitting in some sort of 
formality, be it in his own room, but not 
in completely informal surroundings. 

978. (Chairman): I think at this point 
I must ask a question. What is this pro- 
cedure, a more formal and leisurely pro- 
cedure, to result in? What is the court 
to do? The recommendation of the 
Ministry of 'Health was that it should be 
possible to detain a mentally ill person 
i-or, say, six .months on a doctor’s recom- 
mendation without a magistrate’s certifica- 
tion. We are now discussing something 
along the same lines, with this difference, 
that the detention is to be considerably 
less than six months and the case, as soon 
as it properly can -be, is to foe brought 
before the magistrates’ court. Is the 
magistrates’ court to certify the patient? 

30194 
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(Mr. Shelly >: Yes, in the same way 

that the judicial authority makes an order 
on petition now. 

97 9. -But of course the whole of the 
Ministry of Health’s recommendation was 

to get rid of certification altogether. 

We appreciate that. — (Mr. Hartwell ): And, 
if I may respectfully say so, I think Mr. 
Armer put it very fairly in his answer to 
Question 198 — it is on page 58, Sir, in 
the right hand column, towards the con- 
clusion of that page. He said: “The 
point to be considered there is whether in 
the interests of the patient himself and 
his relatives it would be a justifiable thing 
to deprive a person of his liberty for 
twelve months when he is on the premises 
unwilling to receive treatment. I think our 
view would be that on balance the merits 
are in favour of the twelve months’ treat- 
ment rather than on the other side. In 
other words, we are suggesting that in 
our view it would be right and desirable 
to have a system whereby a person un- 
willing to receive treatment should in fact 
be detained perhaps up to a period of 12 
months by some procedure such as tem- 
porary order procedure.” My answer to 
that would be that (I do not think a person 
should be deprived of his liberty for up 
to 12 months without the intervention of 
a magistrate. 

980. I still want to know what the inter- 
vention is going to be, what is the magis- 
trate going to do, having heard the case? 

IHc is going to decide whether he 

should authorise the interference with the 
liberty of the subject for that period, Sir. 

981. In other words he is going to issue 

an order for detention? Virtually, Sir, 

yes. 

'982. The purpose, right or wrong, of the 
Ministry of Health’s proposal was that 
the stigma of having a judicial order for 
detention as a person of unsound mind 

should somehow be avoided. (Mr. 

yShefly): !My iLord, we .feel, with very 
great respect to the Ministry and the 
Board, that the stigma arises from the ex- 
istence of the disease and not from the 
certification itself. After all, we hear the 
expression “the taint of insanity”, it is 
there that the stigma arises, not from the 
act of issuing the certificate. Surely, even 
if he is detained under the procedure as 
recommended by the Ministry, some sort 
of order would be required, call it what 
you will. It may not be signed by a 
magistrate, but even for administrative pur- 
poses some sort of direction would be 
required, and call it what you will it 
would amount to the same thing as what 
we now call certification. I really 
think that this question of stigma does 
not arise from that certification ; I think 
m the earlier proceedings Sir Cecil Oakes 
rather expressed that view in asking a ques- 
tion, and, with respect, we should entirely 
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agree with it. 'It is something which would 
happen whatever you do, and your only 
remedy is to educate the public, it is the 
only hope. 'If there is to be stigma, it 
will arise whatever sort of proceduie you 
adopt, call it what you will. 

983. (Dr. Rees): But is it not a fact that 
oatients in general feel that there is a 
greater stigma attached to being treated 
as a certified patient rather than as a 
voluntary patient?— — (Mr. Hartwell). 
Mav we ask what authority there is for 
that proposition, my (Lord? Is it generally 
known? Is there some evidence about it/ 

9i84. That is the view of those people 
who have worked alongside patients in 

mental hospitals. Then I accept it, but 

could we pursue it a little further? 
What difference is the intervention of a 
magistrate going to make to this notion 
of stigma? That is what I do not under- 
stand. 



985. (Chairman): Of course, that is a 

matter of opinion. 1 see, yes. 

986. (Mr. Jackson ): The point which I 
think is 'being made is this ; suppose 
habeas corpus proceedings were taken over 
a person detained in a mental hospital, 
your point I think is that there must be 
some certificate or document which can 
be produced in answer to such proceed- 
ings, otherwise release would simply have 
to follow ; therefore if there is a power to 
detain there must be some form of certifi- 
cate, whether one calls it certification or 
whatever one calls it — is that the point? 
(Mr. Marshall ): By calling it deten- 
tion. you will probably get away from the 
use of the word “ certificate”. 



987. Whether one calls it certification or 
not. as a jailer would return a warrant, so 
there must be some document to return in 
answer to such proceedings, as the legal 

answer as to the right to detain? (Mr. 

Hartwell)-. And we say that that document, 
my Lord, should emanate from the justices. 

988. (Dr. Rees): Would it be the duty of 
the justice to satisfy himself by examina- 
tion of the patient that he was of unsound 

mind? {Mr. Shelly): I think he would 

have to bring such judgment to bear as 
could be expected from him as a man of 
sound judgment and good understanding, 
as he is supposed to be. 

989. He would not be expected to ex- 
amine the patient? He would bring his 

normal commonsense to bear on. the matter. 
1 think he would be entitled to do that. 

990. 'Some patients, of course, conceal 

their delusions, do they not? (Mr. 

Marshall): Yes, very carefully. 

991. They cover them up, and if you 
were not successful in eliciting any de- 
lusions or any other form of insanity in 



the patient, would you then be justified 

in signing an order? (Mr. Shelly): I 

think he must lake it in. conjunction with 
the medical evidence, he must not disregard 
the medical evidence.— (Mr. Hartwell): My 
Lord, do not patients delude doctors? I 
think the answer is that the magistrate 
must ihave regard to the evidence of the 
doctor, and such inferences as be can de- 
duce from his questioning of the patient, 
and make up his mind. That is what 
magistrates have to do. 

992 (Chairman): In the connection in 
which ‘I at any rate ant thinking of this, 
that is in relation to the Ministry’s recom- 
mendations, all the magistrate would be en- 
quiring into is not whether the person is 
insane but whether he is a person who 

will benefit from hospital treatment. 

With respect. Sir, ( disagree with that. 1 
think that the function of the magistrate, 
and his only function, is to see whether 
the state of this person is such that his 
liberty ought to be interfered witlu that 
and nothing more, and that, Sir, I think is 
where we are asking you to look at this 
matter from a different angle than are the 
Board of Control and Hie Ministry. They 
arc looking at it, and I am sure quite pro- 
perly looking at it, from the point of view 
of doing good to somebody who needs help 
We are simply saying that those kind of 
people are in tile very great minority in 
this country; there is a vast assembly of 
people who arc perfectly sane, and the 
function of the magistrate is to make sure 
that the liberty of the subject is not inter- 
fered with. 

993. Unless he is insane?- —Unless he 

can properly be interfered with by law, yes. 

994 {Dr. Thomas): We have heard from 
some of the previous witnesses that they 
feel that the magistrates do not know 
enough about .mental disease and mental 
deficiency to exercise this function. What 
is the view of your Society about whether 
magistrates should have any special experi- 
ence or knowledge of the matter? — -(Mr. 
Marshall): Magistrates in their ordinary 
duties, my Lord, are called upon to face a 
vast variety of subjects, many of them 
highly technical, in all walks of life, 
and day by day they sit in their courts 
deciding those problems on the evidence 
that is put before them, I am going to 
venture to say that they in general give 
satisfaction to the great majority of the 
British public. They are not sitting there to 
bring the point of view of the expert, or the 
technician, to bear on this problem. The 
expert is the doctor, and do not let us 
move a moment from that point of view, 
the doctor comes and his view must be 
given the utmost weight, but the magistrate 
brings to 'bear the point of view of the 
ordinary man in the street, the man who 
might be like the patient some day, whose 
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liberty has to be preserved ; because if the 
auestion of the interference of the liberty 
of the subject does not arise at all, the 
magistrate will not come into it, the patient 
will be a voluntary patient, my Lord. It 
is one of the beauties of our English system 
that we bring to bear on these highly 
technical problems the views of the 
ordinary man in the street, and, although it 
may be a little strange, it works in practice. 
_( Mr. Hartwell ): IMy Lord, I am trying 
to recall what Magna Carta said about this 
—it does not say that a man’s liberty is to 
be interfered with by an expert, does it not 
say by his peers? And we say that the 
function of the magistrate, the unique 
function of the magistrate in this country 
is that he is a lfiy magistrate and, as my 
friend says, he must make up his mind 
on the evidence before him, and he is very 
grateful to have the evidence of experts. 

995. {Chairman): I think the point we 
are all considering is, at what price it is 
fair to ask a temporarily insane person to 
purchase a judicial order, so to speak ; 
he has a right to be sure that he has not 
had his liberty restricted for nothing. But 
on the other hand it may 'be very much 
against his interests to be the subject of a 
solemn judicial order that he is a person 
of unsound mind and a suitable person 

for detention. !My ILord, my answer to 

that is that :I think the general body of 
the public have the right to know and be 
certain that their liberty will not be inter- 
fered with save by a magistrate. 

99f6. We are not talking about the general 

body of the public. -No, but I am, with 

respect, ‘Sir, and we are inviting you to 
look at this matter from the point of view 
of the general body of the public. 

997. The general body of the public 

who are not insane? Yes, Sir. We are 

asking that you will bear in mind the great 
general body of the public who want to 
be assured that their liberty will not be 
interfered with, and we want to suggest 
that the way to safeguard that is by the 
intervention- of a magistrate, nothing more. 

998. {Dr. Rees): Is there any general 
feeling among the public today that 
patients are being sent unnecessarily to 
mental hospitals and detained illegally? 

No, I should not think so, because of 

the very safeguard, which I understand the 
Ministry are willing to forgo or see 
abolished. 

999. (Mrs. Braddock ): (But is not the 
point that a lot of the patients think they 
are -being detained illegally or wrongly? 

Do they? I do not know. Then there 

is all the more reason for the general 
public to be satisfied that they are not. 
If that be so, albeit it may be a delu- 
sion on the patient’s part, it is all the more 
important that the general public who are 
not patients and are not insane should be 



satisfied that no one gets into these places 
save by voluntary entry or by an order 
of a magistrate. 

1000. Is it not a fact that the mass of 
the public hate the word “ certification ”, 
and that it is one of the things that they 

want to get rid of? -I do not doubt 

that, my 'Lord, and if there is some better 
word than “ certification ”, let it be used, 
let it ! be an order of a magistrate, simply 
so called. 

100/1. There is an opinion, rightly or 
wrongly, that in some instances magistrates 
are selected in order to issue certification 
orders or detention orders, because they 
are quite prepared to do so, and that they 
are selected by the authority responsible, 
by the doctor or by the justices’ clerk, 
whoever it is, who takes the view that 
such and such a magistrate will make an 
order and such and such a magistrate will 
not make an order, and that causes con- 
cern in the minds of the general public. 

With that, my 'Lord, I do respectfully 

agree, and it is precisely that kind of thing 
that we are seeking to avoid by our 
recommendations. 

1002. {Mr. Jackson): Would that not dis- 
appear automatically if you had this pro- 
cedure under which cases were considered 
a few days later? Presumably notice 
would ibe given to the justices’ clerk that 
an application, was to be made and the 
justices’ clerk would summon justices 
according to rota, or according to the pro- 
visions customary in that court for calling 
justices? The applicant would have no say 
in which justice or justices were sitting oh 

that day? Precisely, Sir, and that is why 

we have tried to be very careful in saying 
this ; we do not wish to appear to be 
hypercritical of duly authorised officers, be- 
cause we do understand the difficulties 
under which they work. But the fact is 
that, as clerk of the justices, I do not know 
when one of my magistrates is called out 
by a duly authorised officer, I only know 
if something has gone wrong.— (Mr. 
Shelly): We have dealt with the point, my 
Lord’, in paragraph 25, and I think we do 
recognise that there is a difficulty such as 
Mrs. Braddock has mentioned. 

1003. (Chairman): Mr. Jackson in his 
question mentioned an application being 
made to the court, but under your proposal 
who would the application come from, the 
application for judicial determination? 
——{Mr. Marshall ): If there were capable 
relatives it would come from them, but if 
there were not it would come from the 
authorised officer. 

1004. But supposing the relatives have 

asked that the man should be conveyed to 
the institution why should they apply for 
a judicial determination? Who is the 
claimant to the court, who is asking the 
court to move? That will depend, my 
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Lord, on the circumstances of the . particu- 
lar case. It could be either a public officer 
in the course of his duty, or relatives if 
there were any. But, you know, my Lord— 
I do not know what happens today, but it 
has certainly been said in ithe past that 
there are relatives who are very anxious to 
get some of their relatives out of the iway 
into a hospital. 



1005. A fortiori I suppose one could not 
expect that relative to apply for a judicial 
determination. I do not know who is to 
make the application. Is your suggestion 
really that the duly authorised officer or 
the Medical Superintendent should notify 
the court that an involuntary patient has 
been admitted on doctors’ and relatives 

recommendation? There would certainly 

have to be a duty cast on somebody. 



1006 Is your proposal that that notifica- 
tion should be sent to the magistrates’ or 
justices’ clerk and that it should then re- 
main with the magistrates to take such 
action as they thought fit, to detail perhaps 
one magistrate for a preliminary visit ito the 
hospital and the patient, and then it would 
be for that magistrate to move for a formal 
judicial determination? Yes. 

1007. G Sir Cecil Oakes): I wonder. Sir. 
whether the witnesses have thought of 
bringing in the Medical Officer of Health 
as the person who might be the one to 

move? 1 think, Sir, we have all rather 

looked on the authorised officer as being 
part of the local health authority’s organisa- 
tion, which would normally bring in the 
Medical Officer of Health at the same time. 



(1008. <0 Chairman ): Perhaps we have gone 
almost as far as we can with that point. 
There is a technical legal point on para- 
graphs 21 and 21, which il think _ probably 
we need not go into now, but if we are 
going to change the law ithe point probably 

will not arise. All we wished (to do, 

my Lord, was to draw your attention to the 
present difficulty. 

1009. Paragraph 23 is this old 1 question 
of the aged, and I am not quite clear what 
is in your mind. You suggest advising 
justices to insist on an unqualified answer 
to the direct question, “ Is this patient 
of unsound mind or not? ” But how does 
that come in? I understand the proposition 
•that an old person who has become of mi- 
sound mind owing (to senile degeneration 
should not be certified, but does it help to 
ask whether he or she is of unsound mind, 
when there is probably no doubt about 

that? This is not easy, my Lord, and 

we, as my friend here said a moment ago, 
in another connection, come into 'this after- 
wards ; we do not know in advance that 
the justice is going to go to a certain 
hospital, and we only get to know about it 
when the justice worries about it and comes 
to consult his clerk, and says : “ I have 



done this, do you think X did the right 
thing'’ ” It is the (borderline case. Medical 
certificates may be absolutely conclusive, 
or on the other hand they may be such ithat 
you may get the impression that the doctor 
is trying to convey to the magistrate or 
somebody a subtle doubt in his own mind 
and ffiat he ds not absolutely convinced 
beyond every reasonable doubt that the 
problem here is unsoundness of mind and 
not senility, and the magistrate is left there 
to decide— this illustrates what we had 
earlier .this morning. He may have two 
medical certificates, one stronger than the 
other ; where does he find the line between 
the -two? I am quite sure, my Lord, that 
there are many of these old folk who, 
perhaps in the days gone by when they 
did not live in prefabricated houses, where 
there might have been more accommoda- 
tion at home, or there were more relatives 
available to take care of them, would never 
find their way .towards mental hospitals ; it 
is because of the difficult conditions that 
we are living in, and I am sure that magis- 
trates very often entertain most anxious 
doubts as to whether this old person is— 
I was going to say certifiable, but I would 
like to try to avoid that word— whether.they 
are suitable persons for detention in a 
mental hospital or whether they should not 
be in some old persons’ home, where -they 
could get a little bit of medical care. 



1010. (Mrs. Braddock): Could it not be 
that it is because there is a shortage of 
accommodation for aged persons? Do you 
not think that with a person over 60 the 
patient ought to be given the benefit 
towards senility rather than being a mental 

patient? But if they have been given the 

benefit towards senility, surely the > magis- 
trate would not have been brought into the 
problem? 

1011. (Chairman): You have been repre- 
senting very strongly to us the great import- 
ance of assuring the public, by the opera- 
tion of the justices of the peace, that they 
stand in- no danger, of being detained, losing 
their liberty, except by judicial processes, 
but you are quite willing and anxious that 
the old person who is merely senile should 

be detained in an old persons’ home? 

I am not, my Lord, far from it. 

1012. You are willing that if it is neces- 

sary to detain (the old person in- an old 
persons’ home, that should take place with- 
out any magistrate’s certificate at all? 

No .—(Mr. Shelly): We are not suggesting 
detention, my Lord. We are not suggesting 
that there are two alternatives, that if he is 
of unsound mind he should gO' to a mental 
hospital and that if he is merely senile he 
should then go to an old people’s home. 
We do not pose those two alternatives. 



1013. But on the second alternative you 
would not suggest a magistrate’s order? 
No, we do not, because we do not 
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suggest that the old person would be neces- 
sarily detained; he would 'be a free agent 
completely to go in and out. 

1014. (Dr. Rees): How would you deal 
with an elderly person who is able-bodied 
but incapable of looking after himself or 

herself at all? <Mr. Harwell): My 

Lord, the answer is that it is provided for 
•by the National Assistance Act, I think in 
Section 47. 



1915. But supposing he is unwilling to go 

to a home? {Mr. Marshall ): Then there 

is an order from a judicial authority. — (Mr. 
Hartwell): You make application to a 

magistrate’s court, my 'Lord, under Section 
47 of the National Assistance Act. That is 
not what our paragraph 2,‘3 : is saying, at all. 
Paragraph 213' is seeking to prevent people 
who- are not insane being put away into 
mental hospitals for no- other reason than 
that they are infirm, and 1 old and cannot 
look after themselves. 



T01'6. (Sir Cecil Oakes): And you say 
really it is occasioned iby the lack of accom- 
modation under the Act, Section 47? 

(Mr. Marshall): Shortage of accommoda- 
tion plus the absence of relatives. You 
get an old person with, say, a son and a 
daughter-in-law, with small children, living 
in a prefabricated house ; if they had had 
a larger house they would have been willing 
to have the grandfather remain with them. 



10(17. (Dr. Rees): And you believe that 
you could act in the case of an old person 
who is unwilling to have any form of treat- 
ment, and deal with him under Section 47? 

(Mr. Hartwell): We not only say you 

could do so, Sir, it is done daily in magis- 
trates’ courts. 



1918'. Even against his iwill? That is 

the whole point of it, Sir, that it is against 
his will. 



1019. Even detained against his will? 

Yes, Sir, for three months, 

1929. Does Section 47 cover mental ill- 
ness as well as. any -other form of illness? 

! My answer, Sir, is that .it does not 

refer to mental illness.— -{Mr. Marshall ): It 
does not specifically refer to mental illness. 

102H. (Chairman): Does not Section 47 
only apply where the person is living, 
amongst other -things, in insanitary condi- 
tions? (Mr. Hartwell)' Not exclusively, 

Sir. The criteria are that the person is 
suffering from grave chronic disease or 
being aged, infirm or physically incapaci- 
tated, is living in insanitary conditions, and 
is unable to devote to himself and is not 
receiving from other persons proper care 
and attention. It is only one of the criteria. 

1922. It is one, you cannot get away 

from that? Indeed it is, Sir, yes. 

1923. (Mrs. Adrian): Could I ask how 
you would deal with the elderly person who 
is senile, who is living either with his people 



or by himself, who is wandering about at 
night, who is liable to turn on the -gas and 
set the house on fire, and who is unwilling 

to go into- hospital? (Mr. Marshall): 

Before we try to answer that, will you tell 
us what the doctor’s opinion of the patient 
is? 

1924. (Dr. Rees): The doctor would say 

he was in need of care and attention. 

Would the doctors say he was a person of 
unsound mind? 

1925. He would be of unsound mind but 
the relatives would be anxious to avoid the 

stigma of certification. (Mr. Hartwell): 

The answer, then, is that the magistrate 
could make an order. 

1926. (Chairman): But would the magis- 
trates make an order even if the old parson 

was not living in insanitary conditions? 

N'ow, Sir, we are on to something else. 
Mrs. Adrian’s point is that this person is 
of unsound mind. Then the magistrate can 
operate under the present law. 

1027. (Mrs. Adrian): He is only of un- 
sound mind because of senility. A 

person is either of unsound mind or he is 
not. 

1928. (Dr. Rees): Yes, 'but senile people 
can -be of unsound mind and many senile 

people are of unsound mind. 1 am not 

quite sure that I understand the trend of 
this, Sir. Is it that iit ds not desired that 
they should go into a mental hospital? Is 
it that they cannot receive treatment in a 
mental hospital? 

1029. (Dr. Rees): No, .they want to avoid 
the stigma of certification. They want the 
patient in a mental hospital, but they want 
to avoid certification, they want .this matter 
to be dealt with between the doctor and 
themselves. (Chairman): I do not think 
this ds a question of mere stigma of certi- 
fication. You have also to remember that 
under the immigration regulations of 
several countries you have got to answer 
the question whether any parents of yours 
have -been detained in an institution for the 
insane, and one wants so far as possible 
to avoid putting a merely senile person into 
a mental hospital for that purpose. That 
is the sort of reason for trying to avoid 
certification oif unsound mind in an old 

person. Can you say dogmatically, Sir, 

that the test is certification, or is it having 
been an inmate of an institution, albeit as 
a voluntary patient? 

1030. It varies, but the test is that you 
have been in. an institution for the 

insane. Then, Sir, -that shows the stigma 

is no-t certification, it ds residence. 

103-1. But that was not the point. We 
are now dealing with the old person, and 
Mrs. Adrian asked- you how you were going 
to deal with an old person who, while not 
living under insanitary conditions, was un- 
able to look after himself, and so on. 
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We are concerned with the position of the 
magistrate. I am not sure that it is the 
magistrate’s ‘business to take upon his 
shoulders the responsibility for old people. 
We are merely here to say how the magi- 
strate should act and how we think he 
ought to he given the opportunity to act. 
If there are these people, then I am sure 
the relatives will do whatever is necessary to 
get them in. 

1032. (Dr. Rees): Would you abject to 

certain people being placed in a mental 
hospital without the intervention of a magis- 
trate? We should, yes. 

1033. (Mr. Jackson ): Could your point be 
put like this, that under Section 47 there 
has to be an application and a judicial process 
to remove and detain, and your point is 
that if an old person is to be forcibly re- 
moved and detained, you think there should 
be some such process? As to where they 
are to be put, that is not a matter of 
principle with which you are concerned. 
The principle is the authority that there 
should be , for detaining them, and the 
place to which they should be taken is a 
matter really outside your specialist know- 
ledge? Is that putting the position fairly? 
It is indeed, yes. 

1034. (Chairman): That brings us to the 
mental deficiency section of your memoran- 
dum ; paragraphs 29-32 deal with a point 
which is familiar to us, the point of how 
to deal with. young persons between the 
ages of 14 and 17. Obviously Section 8 
does need consideration on that point, but I 
do not know that we need' ask any questions 
on it. Paragraph 3*3 raises a question which 
is perhaps not very material, but it always 
puzzles me. How do magistrates satisfy 
themselves that the offence has been com- 
mitted, without proceeding to a conviction? 
—{Sir Cecil Oakes): Is not that purely a 
matter of record, Mr. Hartwell? — —I think 
it is. Sir. 

1035. No distinction in fact, but merely 

a matter of record? Yes, I was trying 

to think of the way it is put. 

103d. The Act of 1907 you must begin 

with, must you not? (Mr. Marshall): 

Yes, that is where it arose. Of course it has 
gone now, in the Magistrates’ Courts Act. 

(Chairman): Mr. Jackson, you wanted to 
ask a question about this, did you not? 

1037. (Mr. Jackson): It was not quite on 
this point. There was a point which arose 
yesterday; the Association of Municipal 
Corporations put forward the view that 
when a person who is a mental defective is 
brought 'before tlhe court with a charge the 
court often will, they said, send him back 
to the institution and not dispose of the 
charge on which he is before the court ; 
and they put forward the view that the 
court ought to proceed to determine it, guilty 



or not guilty, and not in effect send him 
back to the institution without determining 
the case. I put it to them that I did not 
quite see how a court could do that, but I 
was assured that courts do. — I would say, 
my Lord, it certainly would not occur 
in my justices’ court, because ' from the 
mere point of view of tidying things 
up I should see there was a decision; 
but I do notice in support of your 
point, in the criminal statistics relating 
to magistrates’ courts, persons aged over 21 
dealt with summarily, the column “other- 
wise disposed of ” includes “ Those returned 
to mental institutions, 3.” That does not 
sound as though it is a very serious thing ; 
and in the other groups of cases, different 
age groups, there are odd ones like that too, 
so that it does seem to happen but it is not 
a serious problem. 

1038. (Mrs. Adrian): Those who are re- 

turned to institutions, that means they are 
certified already? Yes. 

1039. (Mr. Jackson): You would agree 
with the Association of Municipal Corpora- 
tions that a court ought to determine the 

matter? Yes. Could I point out that in 

the tables relating to Assizes there is also 
a column “ Miscellaneous, otherwise dis- 
posed of” which includes “Committed or 
returned to institutions for mental defec- 
tives, 66 males and 7 females,” so that 
even Her Majesty’s Judges apparently do 
it as well as the justices. 

1040. What would be the process? 
Would they simply decide : “ We will not 
proceed with the case, what are we going 

to do with the register? ” 1 do not 

know, because it certainly would not happen 
in my justices’ court ; it is one of the things 
that cannot happen there. My feeling is 
that I would advise the justice to make an 
order of conditional discharge or absolute 
discharge, then you have finished the pro- 
ceedings. Probably a conditional discharge 
would be better, then you can keep a grip 
on the case if there is another offence. 
However I should certainly have a con- 
clusive decision which ended it, otherwise 
it gets into the “ otherwise disposed of ” 
column. 

1041. (Dr. Thomas): Does that mean in 

this concluding phrase you use now that 
the conviction is not necessarily estab- 
lished? No; a finding of guilty now 

always involves a conviction. In the 
Mental Deficiency Act you had the. same 
phrase that appeared in those days in the 
Probation of Offenders Act of 1907. There 
you could do something without proceed- 
ing to conviction. You could discharge 
a person with a caution under the Probation 
of Offenders Act, you could bind him over 
to come up for judgment, you could. make 
a Probation Order, all of which did not 
involve a conviction; but now since the 
Criminal Justice Act of 1948 it does involve 
a conviction. 
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1042. { Sir Cecil Oakes): Any finding of 

guilty? It is really a distinction of very 

little difference, but it does record the guilt 
at that time. 

1043. May I raise a question on para- 

graph 34. The witnesses say where 
the Prison Commissioners are concerned 
there is no need to enquire about 

a vacancy, but a similar inquiry is very 
necessary under Section >8. Could the 
witnesses -tell us in their experience whether 
that enquiry is always made? — -{Mr. 
Shelly ): There is a 'Home Office circular 
which Q[ have in my possession dealing with 
this. 

1044. I agree with you when you say it 
is very necessary, but I wonder is it always 

made ; that is my point. (Mr. 

Hartwell ): The Home Office is very 

anxious to enjoin magistrates’ clerks to see 
that it is made. It is the Home Office 
circular 19;C of 1954: “I am directed by 
the Secretary of State to say that there is at 
present an acute shortage of beds in insti- 
tutions for mental defectives, and the 
Minister -of Health has recently drawn 
attention to the difficulties which have 
arisen in cases where an order has been 
made under Section 8 (1) (b) of the (Mental 
Deficiency Act of 1913 committing a de- 
fective to an institution in which there is no 
vacancy. The Secretary of State suggests 
that it would be desirable if, before an 
order is made under Section 8 (1) ( b ) the 
justices could first ascertain that -there is 
a vacancy for the defective in the institu- 
tion which they -propose to specify in the 
order.” If I may interject at this point I 
would wish to underline to the Commission 
the first sentence of our paragraph 34 that 
there is an acute shortage -of accommoda- 
tion. I could hand to the Commission, if 
they wish to see it, a file of a particular 
case which demonstrates clearly the shock- 
ing state of affairs which exists. 

1045. {Mrs. Braddock ): What would 

happen, could you say, if a magistrate made 
the order on the institution irrespective of 

the -position? 'I can tell you what 

happened in a case in Southport where an 
order was made under Section 8 (1) (a) 
directing that a petition be presented, and 
in the meantime i-t was ordered that a child 
be admitted to a place of safety where it 
was apparent there was no accommoda- 
tion ; but accommodation was very quickly 
found. 

1046. {Dr. Thomas ): It has come to my 
personal -notice that relatively minor 
offences are proceeded with occasionally in 
order to get the patient into hospital, as a 
means of jumping the queue. Have you 

any experience of that? Yes, it is -the 

only way you can sometimes get peo-ple into 
these places, jumping the queue. 

1047. (Chairman): You agree with that 
way of doing it? Do you think it is in 



the interest of the public?- With respect, 

as long as the magistrate is acting within 
the terms of his powers I should have 
thought it was the kind of thing that was 
manifestly in the interest of everybody. In 
this case ‘I have in mind it was a little 
child of 14 with a mental age of 4 who was 
running amok -and for whom there was no 
accommodation whatever until an order was 
made, and then it was -found within 48 
hours. 

1048. (Dr. Thomas): The local health 

authority _ does, or should, keep a compre- 
hensive list o'f all the defectives requiring 
urgent attention. Would -it not operate 
unfairly against the queue of people really 
needing urgent care that, through a minor 
offence, a patient may receive prior treat- 
ment? It might do so, Sir. 

1049. (Chairman) : That raises a question 
I should like to ask you, whether you think 
a magistrate’s court, having decided that an 
offender is a mental defective, should decide 
judicially to w-hat type of institution or 
supervision he shqpld be sent or whether 
you think that the magistrates should con- 
fine themselves to referring him to the local 
authority to be dealt with. — —{Mr. 
Marshall): I think that problem wants a 
little ibit more elucidation. If, for instance, 
he was referred to the local authority and, 
say, put on probation or some sort of super- 
vision, call it what you will, and then the 
local authority, its medical officer or some 
other medical body decides that this or 
that is the appropriate means of treatment ; 
if he goes voluntarily what harm can there 
be, or if he is a child who is sent by his 
parents — much of that can be done today. 

(Mr. Hartwell ): Do I "understand you 

are saying that instead of a magistrate 
having power to direct that a petition be 
presented or make an order which a judicial 
authority could have made under section 8 
(1) <lb), that instead of that the magistrate 
should be given power to commit him, so 
to speak, to the care of the local authority. 
Is that what you axe suggesting? 

1050. Yes. My answer is that I would 

readily agree -with that, if one could have 
any assurance that the local authority could 
raise a finger to help. The truth is that the 
local authority very often are behind these 
applications to the court to enable the per- 
son to jump the queue. 

1051. (Mrs. Braddock): The whole ques- 

tion is one of inadequate accommodation, 
is it not? Yes. 

1052. (Chairman): The local authority 
may not be able to provide the accommo- 
dation, but the justices certainly cannot. 

The justices can crack a whip, Sir, that 

produces it. 

1053. (Sir Cecil Oakes): Could the wit- 
nesses tell us roughly in what proportion 
of cases an order under 8 (1) (b) is made 
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instead of an order under 8 (1) (a). Do 

you find it rarely used? Speaking for 

myself orders under Section 8 are rare in 
themselves, and of those the majority are 
under 8 (1) (jb). 

1054. That 'brings me to the next point. 
Is that a practice you would regard as wise, 
or would you yourselves — this is a very 
personal question— would you yourselves 
advise your bench to act under 8 (1) (a), as 

I hope you would? No ; I think if, as 

used to happen in the old days, we knew in 
advance or knew in time, perhaps after a 
remand, that there was a vacancy avail- 
able in a particular institution, the whole 
thing would be done. There was no point 
in making an order under 8 (1) (a) ; you 
made it under *8 (1) (to). 

1055. You say in your written evidence 

that the question of accommodation is now 
acute? Yes. 

1056. Is it not rather stretching the con- 
ception of the “ place of safety ” beyond its 
proper province to make an order under 
8 (1) (b) when you know quite well it will 
be many months in many cases before it 
can be operated? The patient may have to 
stay in a place of safety for months and 

months ; that is my .point. My answer 

to that is that the statute in connection with 
8 (1) (a) provides that the court can direct 
that a person be detained in a place of 
safety, which must toe specified, for such 
time, not exceeding 28 days, as is required 
for the presentation of the petition. > I have 
a letter on this file from the Ministry of 
Health saying: “Do not put that 28 days 
in in future.” 

1057. {Dr. Thomas): The place of safety 
need not be a mental deficiency hospital? 
It need not be, Sir. 

1058. (Chairman): You raise in para- 
graphs 35 and 36 the question of medical 
evidence. I note that point. I do not know 
how this difference between Section 8 and 
Section 6 arose. Do you know? It is in 

paragraph 36 of your evidence. (Mr. 

Marshall ): No; I do not attach much im- 
portance to this paragraph. However if you 
are contemplating revision of the law this 
might all toe made to fit together. It was 
the passage of time between 1890 and 1913 ; 
we had a new form, it just happened that 
way. 

1059. With regard to your paragraph 3? ; 

as I understand the position there is no 
difference toetween statutory supervision 
and voluntary supervision, except tihat any 
person who is subject to be dealt with 
under 2 (1) (6), if he is put under super- 
vision, is in fact statutorily supervised, and 
all others are voluntarily supervised. There 
is no .other difference, is there? No. 

1060. Consequently, as there is no order 

of supervision there is no chance of dis- 
charging them? That is right, Sir. 



1061. I am not quite clear about this. 
Are you suggesting that statutory super- 
vision should be formalised so that there 
should be an order and the possibility of 

discharge from the order? II would like 

to know what statutory supervision is and 
what it is intended to be, because we are 
faced occasionally with these youngsters 
who have .been under statutory super- 
vision What are we to do about them? 
Are they mental defectives or are they not? 

I have one in my court to-morrow morning. 

I only found out quite by accident that he 
is under statutory supervision. 'We re- 
manded him until to-morrow to find out his 
mental history. But the importance of this 
paragraph is the subtle difference between 
a mentally defective female who is certified 
and one who is under statutory supervision. 

1062. You say it is the difference between 
a defective who is in an institution or under 
guardianship and any defective _ who is 

under supervision? It is a little bit 

wider than that, my Lord. It is the de- 
fective who is in an institution, on licence 
or under guardianship on the one hand, 
and under supervision on the other. 

1063 Or on licence from an institution? 

Yes, I have in mind the girl who could 

he quite attractive in, the evening twilight 
but who was out on licence from a certified 
institution. 

(Dr. Thomas ): If the patient is on 
licence from an institution she is already 
certified, and any person having carnal 
knowledge of her is committing an offence ; 
but in case of ascertainment the patient is 
not certified and so no action can be taken 
against the man. It is merely a form of 
unofficial, if you like, supervision. All that 
has happened is that the patient has been 
found to he sub-normal in mind. 

1064. (Chairman): (Paragraph 38 raises 

the question whether visiting magistrates 
ought to he required to report on defec- 
tives by classification, il am rather sur- 
prised the Visitors have to do that. 

Their report is on three heads. First of 
all, that the person in question is a mental 
defective and his classification is so and so 
— feeble-minded, or whatever it is. Second- 
ly, as to the means of care and supervision 
which would be available if he is dis- 
charged ; and thirdly, the opinion of the 
Visitors as to whether he is or is. not still a 
fit and proper person to be detained in an 
institution. 

1065. But then the first section is purely 
a statement of fact as to under which class 
he is detained, and the magistrate is not 
asked to say whether that classification 

is right? No, I do not agree, my Lord. 

The form says what he is. 

1066. I 'thought you said the first part 
merely asked under what classification the 
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natient is detained? The form pres- 

cribed for the report of the Visitors does 
Sot recite an existing order. It is a report 
as to the position at that date. 

1067 It certainly seems wrong that the 
magistrates should have to make up their 
minds as to this. Mv only point m rais- 

ing it there was that I have known many 
occasions on, which justices, and medical 
practitioner Visitors too, have expressed 
doubts as to whether this classification, 
which existed perhaps several years be- 
fore, is still in the light of further ex- 
perience the correct one. In, my own ex- 
perience, for what it is worth, the sugges- 
tion has frequently leaned towards this 
problem of a moral defective, and we do 
not know what that phrase means. It is 
hardly likely you will ever come across 
a case that was feeble-minded and becomes 
an idiot, or the other way about, but it 
very often fluctuates between the idea of 
feeble-minded and moral defective. 

1068. {Dr. Thomas ): In your opinion 
would the administration of the Acts be 
in any way hampered 'by not having a 

definition of moral defective at all? 1 

do not think the administration would be 
hampered. Is it not a fact that a moral 
defective will always be at any rate feeble- 
minded? 



1069. 'He may be one of the three. 

I suppose it might fee a help in guidance 
to the medical authorities who have to 
handle the patient to have that sub- 
classification; feut il cannot see that the 
administration would fee hampered. It 
might help to reduce this problem of the 
stigma if you did not have these sub- 
classifications. 



1070. You would like to do away with 

them altogether? it is not what J would 

like ; I am only concerned myself with this 
problem I have raised here today. 

{Chairman): I think your point is that, 
whether there may or may not be argu- 
ments for having legal classifications of 
this kind as a guide to the certifier, it is 
intolerably inconvenient that that classifi- 
cation should have to be certified by the 
Visitors every time they come round. 

1071. {Mrs. Braddock ): How often is 
the classification “ moral defective ” actually 

used? Original certifications of moral 

defectives are extremely rare. The ques- 
tion of the moral side of it, whichever way 
you interpret the word moral, generally 
arises by the experience of the controlling 
authority of the institution after certifica- 
tion. 



{Mrs. Braddock ): I have never known it 
to be used in. practice. 

1072. {Chairman): We now come to the 
final question I would like to ask, which 
arises out of your paragraph No. 41 — 
“Powers of Visitors.” I am not quite 



clear whether the views you have expressed 
as to the importance of the magistrate in 
the case of mental illness applies to the 
functions of the magistrates in the visita- 
tion of mental defectives? My Lord, the 

whole problem is completely different, is 
it not? 

■1073. Yes, it is. I am not clear whether 
you think that magistrates should continue 
to be responsible for the visitation of mental 

defectives? 1 certainly do. I think they 

perform a useful purpose. 

1074. A useful non-judicial purpose? 

It is a semi-judicial purpose at this stage I 



think. 

1075. In the Lord Chief Justice’s judgment 

it is not a judicial one, I am afraid. I 

think the entry of the justices — men and 1 
women, remember, my 'Lord — into the 
institution is useful. I think it is a safe- 
guard. We have only asked you here to 
consider whether the question of the 
Visitors’ functions should be examined 
because, if you go back to the Act, the Act 
contemplated that more use would be made 
of the Visitors than has been made, and 
that is the real problem to which I would 
direct your attention. I do see a real use, 
my Lord, for these Visitors. Can I give you 
an illustration of what I have in mind? 
The Visitors attending at an institution saw 
two patients who had been getting into 
some mischief. Disciplinary action was 
taken against them within the institution. 
They were in close contact in the institu- 
tion. The visiting justices, who were out- 
siders, said that these girls ought not to be 
in contact. What powers have the Visitors 
to express any opinion about that? My 
own 'experience has been always that uie 
Board of Control have been most willing 
to consider opinions and recommendations 
of that sort. In this case the Viators 
recommended that the two girls shouldbe 
separated and moved to different institu- 
tions The authorities were told, Sir, and 
within a week they were moved and 
separated. Now of course it might well be 
that within that week the Medical Superin- 
tendent or some other authority would have 
spotted it and had as much wisdom as the 
justices ; tot it was the visit of the justices 
which caused the separation and the medical 
authorities agreed it was good that they 
should Ibe separated. That is only a trifling 
illustration, I agree ; but it does show tha 
sometimes the lay mind has been brought 
to bear on problems and may help the 
medical opinion to see the problem from a 
different angle. 

1076 Yes ; I do not think anybody would 
dispute the value of the lay mind, tot 
whether the magistrates, as things stand- at 
the moment, are necessarily the best lay 
minds you can bring to bear on a problem 
of that kind, I do not know. (Mr. Hart- 

well): Have you someone else in mind, 
my .Lord? 
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1077. The Ministry of Health recom- 
mended that inspections of that kind should 
be done by the Regional Hospital Boards 

or Hospital Management Committees. 

Is not that a little close to the administra- 
tion? 

1078. They are lay minds, are they not? 
Yes, ibut they are part of the adminis- 
tration of the hospital, Sir. 

1079. (Sir Cecil Oakes) : You mean they 
would not be detached as the magistrates 

would be ; is that so? 1 do mean that, 

precisely. 

1080. (Mr. Jackson): Would the magis- 
trates have any advantage here over, say, a 
person drawn from the local health 
authority? — -tDo you mean their mental 
equipment? I should say probably not. 

1081. I really meant in general capacity 
and the fact that they are laymen and not 
associated with the hospital administration. 

1 would say yes. — (Mr. Marshall) : 

There would be this point— getting back to 
where we started earlier this morning — the 
effect on the public. There is the examina- 
tion at .the- age of 21. At that point the 
relatives have a right to be heard. Would 
the relatives, perhaps people in some back 
street slum of a big city, recognise the inde- 
pendence of the magisterial enquiry? 
Would they look on it rather differently to 
what they regard an investigation by a 
hospital? I do not know. We could 
probably talk about this for the rest of the 
morning, I suppose. 

1082. (Chairman)’. That, I think, is a 

special question. That is the only occasion 
on which the Visitors have power to dis- 
charge. Yes. Why they have power to 

discharge at the age of 21 but not in all 
the other examinations I really do not 
know. 

(/Chairman): I think, with regard to the 
question we were putting to you, one has 
to accept that particular review at the age 
of 21 as being a more or less judicial func- 
tion. It is the other visitations I think one 
might query. 

1083. (Sir Cecil Oakes): On paragraph 
41, 'I have not had an opportunity of look- 
ing up the case ; could you tell us briefly 
what the St. ‘Lawrence’s Hospital case was? 
I do not recall it.— — The High Court held 
that 'the report of the Visitors was not a 
document which could be used to found 
a writ of habeas corpus. 

1084. (Mr. Bartlett): Could I go back, 
my Lord, to paragraph 24, dealing with 
the relationships between the justices and 
the duly authorised officers, and ask the 
witnesses what views they have, if any, 
on a suggestion that has already been 
made to the Commission that duly autho- 
rised officers should have the right of 

entry? You mean entry into private 

houses? 



1085. Yes. Without any judicial 

authority? I should think it would be so 
contrary to everything that the British 
courts stand for that everybody would say, 
No. Look how we object to Ministry of 
Food inspectors, Ministry of everything in- 
spectors! — (Mr. Shelly): It would be a 
perfectly simple matter for him to get a 
warrant from a magistrate. 

108l6. (Chairman) : I think the difficulty 
at the present moment is that the magis- 
trates have no power to issue an order. 

Yes, that is so ; il am suggesting that 

provisions should be made for doing so. 

1087. ISo your proposal would be that 
duly authorised officers should apply to 
the magistrate for an entry order?— ( Mr. 
Marshall ): Yes, I can, quite well see cases 
where that would be very desirable. For 
instance, with the old people we were talk- 
ing about earlier this morning, locked in 
and urgently in need of attention. 

IO818. (Does the same question arise with 
other local officials? Is the magistrate 
powerless to issue a warrant?— —(Mr. 
Hartwell): Very often the power to enter 
is conferred by statute. 

1089. In what sort of case? 1 was 

thinking of weights and measures, Sir ; 1 
think they have powers. I think sanitary 
inspectors have power as well. 

il090. Sanitary inspectors do not require 

an order? (Mr. Shelly ): But if they are 

refused entry they can come to the magis- 
trates. — (Mr. Hartwell): I would put it 
conversely and say there cannot be any 
power of entry save that expressly conferred 
by statute, or after the intervention of a 
magistrate’s order. — (Mr. Shelly): I think 
the principle of entry by virtue of statu- 
tory authority only and without the inter- 
vention of the magistrates, has been very 
strongly criticised of late, and I think the 
public would look askance at any extension 
of it. 

1091. (Dr. Rees): I would like to ask a 
question on paragraph 5 (b). There are 
many county boroughs served by mental 
hospitals in the neighbouring county. When 
the patients are to go to the mental 
hospital often one has to call in the magis- 
trates from that county. Would it be 
possible to have the justices in county 
boroughs _ with jurisdiction over mental 
hospitals in the neighbouring county? Do 
you think that would be an advantage? 

(Mr. Marshall.) II think I had better 

leave that question to Mr. Hartwell, be- 
cause he is in that situation. The mental 
hospital is outside his county borough — 
(Mr. Hartwell): Could I ask is there some 
shortage of magistrates in. the county? 

1092. For example, Surrey has many 
mental hospitals which serve London. 
Would it be possible to give London 
magistrates jurisdiction over the mental 
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hospitals in the county of Surrey which 

serve (London? Mr. Shelly comes from 

Surrey and he could deal with that; but 
my general answer is that one would have 
to have very strong reasons for giving a 
London magistrate power to exercise his 
functions in an adjoining county. I think 
that might be a bit difficult. The con- 
venience of the public is of course the 
over-riding consideration, but perhaps Mr. 
Shelly could speak on that.— <Mr. Shelly ): 

I am afraid iT. have not given any particular 
thought to that point. I do not really see 
any difficulty in getting an extra magis- 
trate, as it were, recruiting assistance from 
outside. I should, think it would be 
welcome. 

•1093. IBut he would have to be 

appointed :by Surrey? J do not see why 

'London magistrates should not be co-opted 
in (Surrey to assist in this particular work. 

I am merely expressing a personal view 
of course. — {Mr. Marshall ): There is some- 
thing of a precedent for this in the Lunacy 
Act, 1891 ; the judicial authority at present 
can act anywhere, so if something like that 
is wanted there is a precedent by which it 
could be done, but it is a question of 
whether it would be convenient or not. As 
I said earlier this morning, these institu- 
tions are geographically gathered together. 
—{Mr. Hartwell ): On the question of the 
difficulty; of the work being placed on 
county justices, I wonder if Mr. Shelly 
could tell the Commission how many of 
these justices are in fact judicial authorities. 

I understand it is quite a high proportion. 
— {Mr. Shelly ): Yes; as a matter of fact 
in Surrey they seem to make the practice 
of appointing practically all the magistrates 
as judicial authorities ; but the practice 
varies very considerably all over the 
country. I presume it is the same in other 

{The witm 



divisions, but I know in my division all 
except three are judicial authorities. 

1094. {Chairman): There is possibly 

some inconvenience in putting so many 
responsibilities on magistrates who are 
appointed for a particular locality, the 
justices are a little out of correspondence 
with the hospital administrative system? 

Is it not just as well, my Lord? Is 

that not just the point, where the justices 
have a useful function? ’Is it not just as 
well that they should be clear of the 
administrative function? Why need they 
be concerned with the administrative 
machine? It would be undesirable I 
should have thought that they should be 
part of the administrative machine. 

1095. I think you do not appreciate what 
I mean. If it became administratively de- 
sirable to put all your mental hospitals 
and mental deficiency institutions in a par- 
ticular area, then the justices of that par- 
ticular area would have an awful time. 

1 beg your pardon, I am afraid I did 

not get your point. I have a fairly large 
institution in my area and at does mean 
not only that the magistrates of the whole 
of the division may get the work, tout it is 
the magistrates who live near that institu- 
tion who in fact get it. 

109(6. (Mr. Jackson): Of course it is 
accepted that if there is a shortage of 
justices, if there is any undue amount of 
work of any description, that that is a good 
ground for going to the secretary of Com- 
missions and asking the Lord Chancellor 

to increase the number of justices? 

Yes. 

1097. (Chairman): I think we need not 
detain you any longer, Gentlemen, unless 
there is anything more you would like to 
say to us. No, thank you, my Lord. 

sses withdrew.) 



Mr. A. Austin (President), Mr. E. M. Harborow ( Chairman of the Executive 
Committee ), Miss Frances Grant and Mr. J. E. Westmoreland {Honorary 
Secretary) on behalf of the Society of Mental Welfare Officers 

called and examined. 



Memoranda Submitted by the Society of Mental Welfare Officers 

1 Separate memoranda are being forwarded on the subject of Lunacy and Mental 
Treatment and the subject of Mental Deficiency as we consider these to be 
separate problems. The public often shows little appreciation of the difference 
between mental illness and mental deficiency and in our opinion the suggestion 
of a combined Act covering both these subjects is unwise, tending to confuse the 
issue at a time when great efforts are being made to educate the public in matters 
appertaining to Mental Health. 
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A— MEMORANDUM ON THE LUNACY AND MENTAL TREATMENT 

ACTS 

2. It is felt that the main Act formulated over 60 years ago has stood the test 

of time and indicates the foresight and appreciation of individual liberty and 
rights of the citizen shown by those legislators of the late 19th century respon- 
sible for its inception. At the same time when we come down to detail there 

are many matters which require amendment or alteration in the light of recent 
knowledge and better understanding of mental illness. For instance, whilst the 
Mental Treatment Act, 1930, abolished the term “ lunatic ", many patients still have 
to be admitted to hospital under the provision of the Lunacy Acts, and these 
words are on the heading of many of the statutory forms. 

3. Whilst the stigma of admission to a mental hospital is now rapidly dying 
away, that “ stigma ” has now largely shifted from the hospital itself to the 
admission of the least favoured class, i.e. the certified. It does not appear 
to us to ibe possible to avoid certification on all cases but we believe there is 
a strong public wish that it should be removed from as many as possible. 

4. It has been suggested in some quarters that admission to hospital is a 

medical matter and nobody else should be concerned in a decision to admit. We 

strongly hold that such a decision would be undemocratic and unsafe in a matter 
that often is, at best, one of opinion, however well qualified that opinion may be, 
and do not think there is any precedent in holding that one profession alone 
should have virtually undisputed authority concerning the liberty of a very con- 
siderable number of people. We also believe it would be detrimental to the needs 
and interests of the chronic and other medically uninteresting cases, as it is proving 
to be in the case of the General Hospitals. 

5. We believe there is as much need now as in 1890 for a free non-medical view 
to be concerned in the matter. There is a frequent divergence of specialist opinion 
as to whether a person can be considered to be of unsound mind or not and 
it must be remembered that the purpose of certification is not merely to ascertain 
a person to be of unsound mind but to consider whether having regard to his 
mental condition at the time of examination and the care available to him at that 
time it is necessary to remove him from his environment and place him compul- 
sorily under treatment. Considered from this point of view, it could be maintained 
that certification is not entirely a .medical matter. We feel, that the presence of the 
lay magistrate does give the feeling that the patient’s interests are being protected 
and accordingly we do not consider that the time is ripe for the complete exclu- 
sion of the magistrate from the formal certification procedure. On the other 
hand -by one or two modifications of the present legislation the frequency of the 
necessity for certification might be materially reduced. It is suggested that Tem- 
porary Treatment for one year be extended to all non-voluntary patients. Section 
5 (1) of the Mental Treatment Aot, 1930, stating -that the patient must for the 
time being be incapable of expressing willingness or unwillingness to receive treat- 
ment, frequently means that patients likely to make an early recovery from their 
malady have to be “ certified ” often to the distress of the patient and relatives. 

6. The removal of this “ non-v-olitional ” clause would enable a class of patient to 
receive treatment at a time when it -would be most beneficial to him and which 
under the present law is not available, e.g. the young schizophrenic. 

7. It is suggested that if Temporary Treatment is to be extended in this way 
applications should not be permitted or required from relatives as at present under 
the -Mental Treatment Act, 1930, as this reduces the “ safety standard ” of three 
independent persons set up by the Lunacy Act. If required of relatives it would 
preclude many patients from necessary treatment due to relatives’ repugnance 
to “signing him away” both for sentimental and self-protection reasons, i.e. 
patients have -been known, after discharge to make life unbearable for relatives. 

8. We recommend that .in all cases for Temporary Treatment, 

(a) Two medical certificates should -be required as at present but that the 
list of medical practitioners empowered to provide the second certificate 
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should be revised so as to include only those medical practitioners known 
to have some knowledge and experience of this form of illness. 

Note on (a). In many quarters there are grave doubts as to whether 
all those on the present list are so qualified. 

(b) The application lor admission to be signed by the Authorised Officer of the 
mental health service for the area concerned who should be required to 
see the patient within a specified period prior to doing so. 

Note an ( b ). The present position under the Mental Treatment Act 
whereby persons signing applications, or applications for extension, need 
not (recently or ever) have seen the patient, needs rectifying. 

(c) Provision to be made that it shall be the duty of the selected officer to 

make such an application in any case in which he has reasonable ground 
for believing that a person in the area of the authority is suffering from 
mental illness and is a proper person to be sent to a mental hospital. 

Note on (c). If Temporary Treatment is to become the general method 
of admission of non-voluntary patients, its application must not be 
left to chance.. Some local person must have the personal and inescap- 
able responsibility of carrying the provisions into effect. 

( d ) Provision to be made that in any case in which the selected officer has 
reasonable grounds for believing that the person described in (c) is not 
under proper care or control or is cruelly treated or neglected by the person 
having charge of him or that consent to an application is withheld unreason- 
ably and to the aforesaid person’s detriment by the appropriate relative, 
the application shall be made without such consent. 

Note on (d). This suggested provision for dispensing with relatives* 
consent in certain cases is wholly necessary. The patient neglected or 
ill-treated by design is happily not now frequent (although he can still 
be proved to exist) but the number of cases where some degree of 
neglect occurs through ignorance, or where consent would be withheld 
through prejudice, wrong thinking, sentiment, fear of reprisals by the 
patient after discharge or mental instability on the part of the relative, 
would be much larger. Such cases are now covered in part by S. 14 
(1) (b) of the Lunacy Act and in part by the aura of authority surrounding 
the Justice’s place in the proceedings and something adequate must 
replace them. 

( e ) Provision to be made as to the removal of the patient and authority for 

such removal to be given to the selected person. 

Note on (e). The authority at present given under the Lunacy Act 
was not extended to Temporary patients by the Mental Treatment Act. 

(/) Provision to be made as to right of entry for the purpose of carrying out 
duties. 

Note of if). Limited right of entry under Lunacy Act conveyed by 
Justice’s Order “ to bring person before him.” No comparable provision 
giving right of entry at present exists with respect to Temporary patients. 

Cases of Urgency 

9. Under the present provisions patients can be admitted to hospital in cases of 
urgency under three separate sections. Section 11, Lunacy Act, 1890, and Section 20 
and 21 of that Act as amended by the provisions of the National Health Service 
Ac't, 1946. 

10. While in many areas the provisions of Seotion 20 and 21 A are used for the 
purpose of “ observation ” it is suggested that there is some doubt as to the 
legality of such a procedure. The wording of the Section and case law on the 
subject makes it clear that the intention is that the Sections should be used only 
in cases of emergency when it is not practicable to set in motion the very com- 
plicated provisions for a Judicial Detention Order. It is suggested, therefore, that 
any new legislation should contain specific provision for retention for a restricted 
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period— say a maximum of 28 days— for the purposes of observation of the patient’s 
mental condition. At the end of this restricted period the patient would have 
to be dealt with, either by discharge, 'by voluntary admission to a mental hospital, 
or by a new Temporary admission as outlined above. Similarly the provisions of 
Section 21A (the power of the Medical Officer of a designated hospital to extend 
an Order, either under Section 20 and Section 21, for a further 14 days) should 
be amended to include the extension of the original Order in circumstances of 
doubt as to the advisability of discharge or certification. In the present wording 
of the Section the Medical Officer has to “ certify ” that the patient is “ of unsound 
mind” Whilst it is valuable to retain Section 21A wo would recommend that 
instead of Section 11, 20 and 21, there should be one Section giving the officer 
authorised to sign petitions for Temporary Treatment the authority to sign an 
order for the patient’s emergency admission to accommodation at present designated 
under Section 20” or to any mental hospital, such order to be operative for not 
more than 14 days. The Authorised Officer should be required to state his reason 
for urgency as part of the order, and the hospital concerned should be required 
to send a copy of the order to the Board of Control. This would provide safeguards 
superior to those under Section 20. 

Voluntary Patients 

11. In the matter of voluntary admission we find that the present legislation is 
reasonably adequate. It is a matter of regret that in many areas it is not 
possible for voluntary patients to gain immediate admission to hospital and that 
often the accommodation is not really suitable to their needs and we hope that 
increased efforts will be made to provide adequate accommodation for those 
persons wishing to place themselves under care. 

Certified Patients 

12. As far as certification itself is concerned, we see no reason for the retention 
of two methods— a carry-over from the time when there was orne set of rules 
for those who could afford to pay for their treatment and another for those who 
could not. If the suggestion made above regarding Temporary Treatment were 
to be accepted, 'then every case which came to be considered for certification would 
be at that time in a mental hospital. It is suggested, therefore, that the present 
provisions of Section 4 and 'Seotion 14 and 16 should be repealed and a new provi- 
sion made which would be more or less a combination of these three Sections. 
We are of the opinion that certificates should be given by two doctors, one of 
whom should 'be the doctor having the care of the patient in the hospital, and one 
an independent general practitioner from outside the hospital. The justices before 
whom these applications would be made should be specially appointed, not as at 
present, a mere en bloc appointment, but a careful selection of magistrates with 
some knowledge of, and an interest in, mental illness and mental deficiency. It 
seems to us to be overdue that such magistrates should have some specialised 
training in the subject. 

Senile Cases 

13. As the Commission's terms of reference do not include provision of new 
hospital accommodation, it is not possible to discuss the many suggestions for the 
“ 'half way ” hospitals for senile cases that have been made in recent years. It is, 
however, possible to say that whatever accommodation is provided in the future, a 
number of patients will always remain whose condition and habits make main- 
tenance in a mental hospital essential. 

14. The first reaction of relatives of senile .patients undoubtedly is that a mental 
hospital is an unnecessarily severe place for dealing with a condition produced by 
old age, but a major secondary consideration is their aversion to the patient being 
“ certified as insane ”, The former cannot be avoided, but we believe the latter 
could be largely remedied by the use of a different form of words. 

15. Suggested. That patients over 65, still needing care after their period of 
Temporary Treatment, should be the subjects of Orders as persons “ in need of care 
and attention of such a nature that it cannot be provided otherwise than .in a mental 
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hospital ”, such Orders to be subject to the same conditions as to discharge as 
Summary’ Reception Orders. 

Note. It is suggested that such a provision would be more than a mere 
change of words. It would relieve the relatives and reduce the stigma of senile 
dementia. It would do much to avoid the now frequent reports that senile 
patients are sent to mental hospitals only because of lack of accommodation 
in general and geriatric hospitals (reports which cause great distress to friends 
and relatives), and would show that the responsibility for providing for tractable 
senile patients does not lie with the mental health service. 



Discharge 

16. The Society has decided not to offer evidence on discharge generally as it is 
felt that our experience docs not normally extend to this period. But the discharge 
of unrecovcrcd patients by the appropriate relative tinder the revised Section 72 
can frustrate the work we have already done and can create conditions in which 
our services are again required. For 'this reason we think our experience on this 
aspect of discharge may be of value. 

17. The new right of discharge toy the appropriate relative (or the fact that it 
exists) has been of the greatest value in establishing confidence in the mental 
hospitals. Previously, many people vaguely but fully believed that the mental 
hospitals retained patients beyond the necessary period for some unknown and 
somewhat sinister purpose of their own. The new provision has either dispelled this 
belief or assured those still holding it that the matter is now within their control. 



18. It is unfortunately also true that it has given the power of discharge of a 
minority of persons who are not capable of using it properly, i.e., ill-informed, 
mentally unbalanced or sub-normal, ‘perverted or ill-intentioned relatives. At present 
the law, while requiring authorised officers to take steps to remedy cruelty or neglect 
by relatives permits those same relatives to again take charge of the patient and 
return him to the same conditions, as soon and as often as he chooses. From time 
to time instances of most appalling neglect, cruelty and malpractice still come to 
light and there would not appear to be any excuse for allowing them to continue 
once they are known to the authorities. These patients should not be sacrificed in 
order to preserve the rights of their relatives. 



19. Two recent cases may suffice to illustrate the position : — 

A mentally and physically helpless and bedridden man was in the sole charge of 
his mentally unbalanced sister. , For long periods, and sometimes overnight she 
was away from the house and he was left unattended, without food, drink or 
comfort. He was removed to the mental hospital on a justice’s order on several 
occasions and as often removed by his sister and again neglected. This distressing 
farce was ended only when the sister herself was sent to the mental hospital. 



In the second ease, three “ arsenic and old lace sisters had been living mainly 
on what they could get from accumulated savings of their mentally senile brother. 
This was accomplished by getting him to sign cheques when he was quite incapable 
of knowing what they were. Although he did not know where he lived and could 
not guard against common dangers, they were observed by the authorised ofiheer 
to encourage him to wander off, presumably because his savings^ were willed to 
them and his early demise would simplify .things. When a justices Order for his 
admission to a mental hospital was made, the sisters were not permitted to ge 
cheques signed and removed him. It was not long before he injured himself and 
he died shortly afterwards. 

20. Suggested. That the relative’s right of removing unrecovered patients should 
be subject to a period of seven days notice. The officer responsible for his 
admission, if he is satisfied that it is for the patients welfare that he should 
not be removed by the relative proposing to do so, should, during tins .period 
of notice, notify a Justice, who should 'be empowered to refuse discharge. 

Note. This suggestion does not introduce any new principle inasmuch 
as it is merely the reverse process now used for admission. No objection to 
discharge should be raised in the majority of cases and no lessening of the 
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relative’s control would operate in such cases. Finally, in those cases in 
which a Justice 'was notified, the decision would rest with an authority in 
whom the public have always shown confidence and there could he no question 
of detention on the part of the hospital. 

Officers and Training 

21. We would urge 'that the officers appointed to .perform public duties in the 
Mental Health Service should be described in such terms as to adequately and 
decently signify their function. The term at present used “ authorised officer ” 
or “ duly authorised officer ” means nothing to those who may require the services 
of such officer. They can also be considered offensive at a time when patients 
and relatives are unusually sensitive, as reflecting power rather than duty. We 
(consider the term “ mental welfare officer ” as an official title would better 
indicate the nature and scope of the duties they perform. Wc consider that the 
posts of those officers performing statutory duties should be statutorily designated 
having regard to the responsibilities undertaken and the fact that the liberty of 
the subject is involved. 

22. In view of the intimate nature of the service these officers render to the public, 
we consider that they should be adequately trained and suitably qualified for their 
work. On the introduction in 1948 of the National Health Service Act the Local 
Health Authorities were obliged to appoint officers to carry out the Statutory 
duties under the Lunacy and Mental Treatment Acts, also to submit schemes to 
the Ministry of Health for the Mental Health service in their area, but little 
indication was given of what would be required of them. 

23. During the last six years we would claim that with the growing realisation of 
the needs of the service, the Duly Authorised Officer, generally speaking, has shown 
himself to he a competent and useful member of the Mental Health team, but not 
all Local Health Authorities are as yet enlightened on the subject of mental health, 
the unenlightened ones often being reflected in the officers they employ. 

24. This Society is making every endeavour to secure adequate training and pro- 
fessional standards for all Welfare Officers in the Mental Health Service and 
hopes the Royal Commission will support this endeavour. 



B. MEMORANDUM ON THE MENTAL DEFICIENCY ACTS 

25. The following suggestions for amendments -to the Mental Deficiency Acts are 
put forward in view of certain difficulties experienced in carrying out the present 
Statutes : — 

A. Definitions 

The present definitions (Section 1) are liable 

<i) to preclude persons whose defect shows itself in social rather than in- 
tellectual deficiency from the benefits of the Act ; 

(ii) to disturb and antagonise parents and the public (e.g. when a child is 
specified as an idiot). 

Recommendation 

That a definition should be found to cover all persons needing care, training 
or control on account of social inefficiency resulting from incomplete or arrested 
development of mind showing itself before the age of 18 years. (The terms 
feeble-minded, moral defective, imbecile, idiot would then no’ longer be needed 
in the definitions.) 

B. Ascertainment 

Ambiguity exists as to the meaning of ascertainment (Section 30) and it appears 
to be interpreted in different ways in different areas. Further the categories making 
a person subject to be dealt with (Section 2 (i) (6)) give rise to difficulties. 
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Recommendations 

(d) It should 'be made clear that ascertainment consists of finding persons 
in the area who are defective, what are their needs and whether they are subject 
to be dealt with. 

( b ) The present conditions rendering a defective subject to be dealt with (Section 
2 (i) ( b )) should be replaced by a general condition — i.e. . . persons needing 

care, training or control which can only be provided under order 

C. Certification 

Certification, with consequent magistrate’s order, may be harmful to the patient 
and antagonise his relatives and friends. It should therefore only be resorted 
to in cases where detention is considered necessary in the interests of the patient 
himself or the community. 

Recommendations 

(i) Admission to M.D. Hospitals might be alternatively : — 

(a) At the request of parents or guardian with two medical recommendations 

(Section 3 M.D. Act). 

(b) At the request of .the Local Health Authority (Section 3 M.D. Act). 

(c) With no formalities and with no powers of detention (as sick persons under 

National Health Service Act). 

(cf) Under certificate as at present (Section 6). 

(ii) Admission to guardianship should be as at (a), ( b ) or (d) above. 

(iii) Special Reports and Certificates. The five-yearly re-examination period is 
too long and should be ithree-yearly after the initial one year and two year periods. 

(iv) In cases coming before a Court (Section 8) the obligation should be laid 
down that the medical evidence be given by an expert. 

D. Discharge 

(a) Patients in categories C (i) (d) and (b) above, could be removed by parents or 
guardians, with the consent of the Local Health Authority in the case of patients 
over die age of 21 ; or by the Local Health Authority. 

(b) Power should be given to discharge patients from hospitals or from guardian- 
ship to supervision under the M.D. Acts. 

E. Community Care 

Confusion exists over tjie terms “statutory” and “voluntary” supervision. We 
recognise that “ voluntary supervision ” has no statutory meaning, but in practice 
it has provided care for a big group of defectives left uncovered by the Act— 
e.g., defectives found not to be subject to be dealt with, special school leavers or 
retarded children leaving ordinary schools and not notified under Section 57 (5) of 
the Education Acts, and many others whose need is for friendly help and watching 
rather than for any immediate form of care. 

Recommendation 

That power should be expressly given to Local Health Authorities to provide 
supervision under the Act for mentally defective persons in the community needing 
care and/or training but not subject to be dealt with (cf. recommendation ( b ) under 
B and recommendation (6) under D above). (Supervision under the M.D. Acts, 
supplemented by care and after-care under Section 28 of the National Health Service 
Act, would then meet .the needs of persons living in the community whose mental 
health makes them liable to need social and medical help.) 

F. Community Training — Occupation Centres 

Recommendations 

(a) Power should be given to Local Health Authorities to compel attendance 
at Occupation Centres in cases where the child is in urgent need of training and 
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the parents’ consent is shown to 'be unreasonably withheld. (Compulsory attendance 
for all children at Centres is not considered necessary or advisable.) 

( b ) Children attending Occupation Centres should be entitled to the same benefits 
as elementary school children (meals, milk, medical inspection, transport, etc.). 

(c) It is thought desirable that consideration should eventually be given to con- 
sidering whether it would not be as well for Occupation Centres to become 
responsible to Local Education Authorities and come within the school system. 

G. Institutional Treatment 

There appears to be a need for small hostels or homes for young employable 
defectives with no homes who do not require institutional care or training. 

Recommendation 

(a) Local Health Authorities should be given power to provide family care for 
ismall groups of suitably classified patients under guardianship (Section 6 or 
Section 3) or under supervision ; not more than 15 patients to be in any group. 

(b) The power of the Superintendent to grant home leave should be extended from 
14 days to 28 days. 

H. Temporary Detention 

It is felt that the provisions of Section 15 are too broad and can lead to abuse. 
Defectives have been known to remain in “ places of safety ” for very long periods 
without further enquiry into their needs or condition. 

Recommendation 

That detention in a “ place of safety ” should only be for a set period — say three- 
months. This period could be renewed if the Board of Control are satisfied that 
no other arrangements can, for the time being, be made and that it is in the 
defective’s interest for him to be further detained in the “ place of safety ”. 



Examination of Witnesses 



1098. (Chairman): The Commission is 
very grateful to- you for the very informa- 
tive memorandum you have submitted, and 
especially for the fact that your proposals, 
whether at first glance one likes them or 
not, are so carefully thought out and we 
know exactly what you mean-. I think we 
will begin with your evidence on the 
Lunacy and Mental Treatment Acts, and 
then come to the Mental Deficiency Acts 
later. 

In view of what 1 have said I am sure 
you wil'l forgive me if my first questions 
appear to be rather critical. On your pro- 
posal for a standard procedure for tem- 
porary treatment, I understand you think 
that the duly authorised officer should 
have a duty of ascertaining and making 
application for admission to hospital of all 
cases of mental illness which are suitable 
for treatment in hospital, that the duly 
authorised officer should be responsible, _ on 
medical recommendation or on medical 
certificate, for signing the application with 
or without the consent of the relatives, but 
that the relatives should not themselves 
be asked to sign, and that without any re- 
course to magistrates at that stage the 
patient should be received into hospital 
on that evidence alone. Is that a fair 



statement of your proposals up to that 

point? 1 (Mr. Harborow ): Yes, Sir, 1 

think it is. Could I add to that that where 
you mention “with or without the consent 
of the relatives ” I think in all cases it 
should toe with the consent, unless that 
consent is considered to be unreasonably 
withheld against the 'best interests of the 
patient. It is not our suggestion that we 
should in any way encroach on the liberty 
o'f the family. I do not want you to think 
that. 

1099. You were very anxious, for reasons 

which 'I am sure we appreciate, to spare 
the relatives from taking the responsi- 
bility? Yes. 

1100. And therefore presumably even 
when you act with the relatives’ consent 
their consent will not appear on the face 
of your application? 1 am not quite sure 

how you propose to deal with that. 'We 

had not actually gone into drafting out 
forms for this. I think what we were try- 
ing to avoid is putting the relatives, as 
often happens, in the invidious position of 
forcing the removal of one of their mem- 
bers from the family circle, which so often 
they find distressing. If that is taken out 
of their hands they are not in the position 
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of having to say “I know you did not 
want to go but we made you.” We think 
from conversations we have had with 
families generally that they would prefer 
it that way. 

HOI. But if the duly authorised officer is 
going to record in some form the fact that 
the application is made with the consent 
o-f the relatives, then the patient may just 
as much as at present hold it against the 

relatives when he comes home again? 

Yes. 

1102 I am not sure how you can avoid 
that. The other difficulty I see in your 
proposals is that it is to be the duty of 
die duly authorised officer to ascertain all 
cases of mental illness suitable for hospital 
treatment within the area. Is that to be 
his personal duty or the duty of the local 
health authority?— I feel that we are 
not quite using the same terms in this. 
Where we arc talking about ascertainment 
of mental illness we are rather thinking 
in the same terms as the (Lunacy Act at 
present, under which, when it is brought 
to the notice of the duly authorised officer 
etc. he has a duty funder the present Act) 
to inform the justice of the peace. Where 
people are afflicted with mental illness and 
no action is apparently being taken, then 
we feel that it should be somebody’s re- 
sponsibility ito see that that patient is pro- 
tected; in other words, that some action 
is taken for that patient. 

1103. Yes, but under Section 14 of the 

present Act the duly authorised officer has 
a duty only in cases where he “(«) has 
reasonable ground for believing that a 
person is of unsound mind and is a proper 
person to be sent to a mental hospital and 
lb) is satisfied that he is not under proper 
care and control, or that there are no 
relatives or friends who intend and are 
aible to take proceedings ”. Now you pro- 
pose to cut out (b) and simply say that 
he has a duty to make application wherever 
a person is of unsound mind and is a 
proper person, to 'be sent to a mental 
hospital? No, Sir, only if he is con- 

sidered not to 'be under proper care and 
control. 

1104. That I think was not clear in your 
memorandum. You say under (c) “Pro- 
vision to be made that it shall be the duty 
of the selected officer to make such an 
application, in any case in which he has 
reasonable ground for believing t that a 
person in the area of the authority is suffer- 
ing from mental illness and is a proper 
person to be sent to a mental hospital.” 
That is a much broader duty than under 

Section 14. Yes, it think, Sir, that that 

is not as clear as it should be. We mean 
that to apply only where these people are 
not under proper’ care and control. You 
agree with me Mr, Austin? — <A/r. Austin): 
Yes. 



1105. My difficulty was, if it is the duty 
of the duly authorised officer to ascertain 
practically all cases of mental illness, he 
might not be generally regarded as an en- 
tirely impartial and disinterested person. 

{Mr. Harborow ): We definitely meant 

to refer only to persons not under proper 
care and control and I regret that it was 
not so stated. 

1106. Then on top of this, or in con- 
sequence of this duty, you propose a limited 
right .of entry. How would it be limited? 

-I should say it would be limited to 

these cases where the person is not under 
proper care and control. 

1107. 'He must have reasonable grounds 
for believing, but cannot find out until he 

gets into the house? Yes; /he should 

have tJhe right of entry to the patient. So 
often under the Lunacy Act at the moment 
one is faced with the difficulty that one 
knows of a case and has been called by a 
relative, and the patient is inaccessible. To 
what extent is one right in forcing an 
entry? It is all right in the cases where 
the relative is in the house and says “ It is 
my (house, it is all right”, but supposing 
the patient, for instance, is alone in the 
house. I suppose one can say that under 
the Lunacy Act by usage a certain code 
has been set up, but now if one is going to 
extend temporary treatment we feel that 
there must be something ini any new Act 
that will protect us against t/he law of 
trespass. 

1108. II am sure we appreciate that .point. 
We know that that difficulty does 
occasionally arise. .But I am not quite clear 
on this ; you mention here that .there is a 
limited right of entry under the Lunacy 
Act conveyed by the justice’s order to bring 
a person before him. That justice’s order 
under your proposals would either lapse 

or become quite uncommon procedure? 

Yes. 

1109. Is the new right of entry to be 
subject to a justice’s order being obtained 
authorising the duly authorised officer to 

enter the .premises? 1 think it would 

'have to be. I do not see what other right 
of entry one could have that would have 
the proper safeguards. I think it would 
have to be in that case .that you would 
have to get an order from a justice for a 
right to enter. Perhaps Mr. Austin may 
have .some views on that? — (Mr. Austin ): 

I would agree that, although in quite a 
number Of cases we might have to have 
right of entry, the public should be suffi- 
ciently protected, and I think that by going 
to a magistrate for an order that protection 
would be assured. 

llilO. Have you ever had experience of 
this? Do you find at present that 
magistrates are not prepared to issue an 
order of that kind? 1 have always 
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found magistrates most understanding and 
co-operative. 

11111. Yes, but does a magistrate in 
your experience issue- an order giving 

forcible right of entry? (Mr. 

Harborow ): No, but the point is that if 
one. extended temporary treatment then one 
would not have tilie order of the magistrate 
that the patient should be brought before 
him. One would have to have something 
giving one the right. That is why it was 
mentioned. 

1112. I appreciate that, only I asked that 
question because my impression is tihat, 
even where a justice orders the duly 
authorised officer ito bring the person before 
him, that probably does not convey any 
right of entry, as things stand at present. 
Yes. 

1113. Then you go on from “Temporary 
Treatment ” to “ Cases of Urgency.” I am 
not quite clear what procedure you con- 
template in cases of temporary treatment 
where the patient has already been ad- 
mitted to a mental hospital. What happens 
then? Is there any recourse under any 
circumstances to the judicial authority .to 

confirm the order? tDo you mean under 

what we are suggesting, or at present? 

1114. Under what you are suggesting? 

The urgency order we suggest would 

cover those cases where it is imperative 
that a person should be admitted to 
hospital quickly, for their own protection 
or for the protection of others, and where 
there is not time to get the necessary certi- 
ficates from itwo dootors for temporary 
treatment. This happens sometimes 
suddenly in> the middle of the night, for ex- 
ample, and in such a case we suggest there 
should be an order for the limited detention 
of the person. 

1115. That is for 28 days, really in order 

to obtain the full medical certification? 

Yes, and also bearing in mind, Sir, that 
there are cases where within that 28 days 
the whole situation may clear up and it 
may not be necessary to. have any 
temporary certificate or anything else. 

Ill 16. But where, either on the temporary 
treatment procedure or under your urgency 
procedure, where if at all does the 
magistrate come in, or do you want to leave 

him out altogether? At this stage our 

feeling is that he is probably better left out 
altogether. 

1117. You say “at this stage”? Yes. 

I mean during .this initial six months of 
treatment. 

1118. During the initial six months of 

temporary treatment? During the tem- 

porary treatment period, six months or 
possibly twelve months if extended as at 
present. 



1119. And would you give any right to 
the patient or to his relatives to apply for 
a judicial determination during that period? 
Yes, I would, Sir. 

1120. You would? Yes. — (Mr. 

Austin ): Yes, I would agree.— (Mr. 

Harborow): I think .the patient and' rela- 
tives ought to have every right of being 
satisfied that iwhat has been done has been 
properly done, and I do not think you can 
have it without a right of application to a 
judicial authority. I think if that were 
done, and the officers concerned did their 
job properly, one would very soon build up 
confidence that when this was done it was 
done in the best interests of everybody con- 
cerned. I think in all the circumstances, 
and I think my colleagues will bear me 
out in this, the relatives and parents should 
have every right of being satisfied that the 
whole thing has been done in the best in- 
terests of the patient. 

1121. But in the absence of any applica- 
tion by the relatives or the patient himself 
for a judicial determination what would be 
the document to be produced by the 
hospital in reply to an application for 
habeas corpus? Would it be .the duly 
authorised officer’s application for the 

patient’s admission? 1 should say the 

duly authorised officers application on 
which it is suggested here the reasons for. 
urgency should be stated, and the state- 
ment of the doctor in the hospital that it is 
necessary for this person still to be 
detained. 

1122. I am not now particularly thinking 
of the urgency procedure. I understand 
the duly authorised officer’s application, 
whether under the urgency procedure or the 
temporary treatment procedure, would be 

the governing document, would i,t not? 

Yes. . 

1123. It would be the duly authorised 

officer’s application backed by the medical 
certificates and by the opinion of the super- 
intendent in the 'hospital which should be 
produceable in reply to a suit for habeas 
corpus? Yes. 

1124. I think that is clear. 1 would 

make one point about this urgency order, 
Sir. We are faced, all of us I think at the 
moment, with the fact that very often a 
person urgently needs some treatment, but 
it may only be of very short duration, and 
at the moment in many instances a Sec- 
tion 21 magistrate’s order for 14 days is 
made for the purpose, of observation. It is 
very doubtful -whether that is a legal pur- 
pose according to the Lunacy Act, but we 
do feel that there ought to be some method 
of admitting people to hospital, possibly 
against their will, for the purpose of ob- 
servation, because during that time, as we 
have mentioned here, in many instances the 
situation can clear up and the person may 
be able to return home. As it is at present 
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they can be detained for 14 days, possibly 
extended by the medical officer of the 
hospital, but only on a statement -that the 
person is certifiable. We feel that they 
should be able to be detained without it 
being definitely stated tha-t they are certi- 
fiable. At the moment the hospitals and 
ourselves seem to 'be under the difficulty 
that certain people after a week or a fort- 
night’s -treatment and rest could go back 
home and at the moment it has to be done 
by, if I may say so, a rather back-door 
method legally. 

1125. Yes, I appreciate that. I suppose 
you do n-ot intend -that patients who are 
admitted for observation should be kept in 
a separate part oif the hospital in an 

observation ward, do you? I think it 

very much depends on the hospital. Sir. 
Some observation wards of hospitals at the 
moment I do not like any patients being in. 

1126. I asked that question because there 
is a danger that one is apt to say “ We will 
send the patient in for observation ”, mean- 
ing that he may go to the observation ward 
in a mental hospital or a general hospital 
and without considering that the observa- 
tion- ward may be most unsuitable because, 
being an observation ward, it is the most 
indiscriminate part of the hospital, and it 
would be very much -better if the patient 
were absorbed and classified within the 

general body of the hospital. Yes, Sir, 

but we feel that that is a matter more for 
the medical profession and the hospital 
authorities to -go into than ourselves. As I 
say, we are distressed, and I am sure other 
people are at the moment, with some of the 
conditions that iwe are forced to admit 
mental patients to. 

1127. I have one other question on this 

aspect of things. Do you think that the 
superintendent of the hospital to which the 
patient is to be sent should, as at present, 
be excluded from 'being one of the two 
doctors authorising or supporting the com- 
mittal of the person to hospital? No, 

Sir, I think we mention in our memo- 
randum that one -should be a doctor at -the 
hospital and the other should be on an 
outside -panel. 

1128. But that is with reference to certi- 
fication, is it not? For temporary treat- 

ment, if the patient is already in hospital I 
think -that it would be quite reasonable for 
one of the doctors to be the superintendent 
of the hospital, as he has the best knowledge 
of the patient’s condition, as long as he is 
supported -by somebody outside. 

1129. Under the procedure for temporary 
treatment you want two doctors’ certificates. 
Should both of those be quite independent 
of the hospital to which you -propose to send 

the patient? il think, Sir, -that to some 

extent that is a matter that can best be 
answered by the Medical Superintendents. 



I do not know their views on it. From our 
point of view I think we should say it 
would be quite in order for one of the 
certificates to -be signed by -the (Medical 
Superintendent because iwe have no fears 
that hospitals wish to detain patients 
unnecessarily ; but whether the public have 
such fears I d-o not know, so the Medical 
Superintendents might say that they would 
prefer both certificates -to be independent 
of the hospital. I think from our point of 
view we would 'be quite satisfied if one 
was from the hospital. 

1130. I am thinking of some rural areas 
where expert psychiatrists do not grow on 

every bush. We did mention that we do 

feel the present panel' under Section 5 
should be gone into more thoroughly. 

1131. The present panel? There is a 

pan-el of doctors who are authorised by the 
Ministry of Health to provide one of the 
certificates for temporary treatment. 

1132. That is under Section 5 of the 

Mental Treatment Act? Yes. It does 

not necessarily follo-w that all the doctors on 
that panel are really conversant with this 
form of illness and the -panel' often tends 
to be completely out of date. We feel that 
that panel should consist of people with 
quite considerable knowledge of -psychiatric 
illness. 

1133. Do you not attach almost equal 
importance to the patient’s own doctor being 

one of the certifying doctors if possible? 

Yes, he should be the second doctor. At 
the present moment it is stated that where 
possible one certificate should be by the 
medical attendant of the patient, and we 
would support that, Sir. 

1134. Then we come to the senile cases. 
You contemplate that senile cases, that is 
to say -patients who are mentally ill or 
probably mentally ill owing to senile decay, 
should be sent to the mental' hospital just 
like other people for temporary treatment. 
Only after that should this special proce- 
dure, the special kind of order -be made in 
their case. I am not quite clear that the 
suggested new wording will make things 

any better than- at present? We are not 

suggesting that all senile demented -people 
should necessarily go into the mental 
hospital ; we would advocate that far more 
senile dementia wards in -general hospitals 
should be provided, but if there is no alter- 
native but to go- in the mental hospital I 
cannot see any particular reason why they 
should not in the first place have the benefit 
of temporary treatment jnst as much as 
anybody else. 

1135. Yes, but I am not sure that the 
form of words you propose for the final 
order will make things any easier for the 

senile patient’s family. The families at 

the moment are very often distressed at 
the fact that people get to a considerable 
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age and then become mentally unstable and 
finish up their days as certified patients. 
It may only he a matter of words, but it 
is a matter of words that is of considerable 
importance to many sections of the public, 
and that is what we were trying to avoid by 
this suggestion. I do not think it makes 
a lot of difference to the patients themselves. 

(i Chairman ): I do not think we need delay 
over that, one knows the difficulties one is 
up against. Perhaps before I come to the 
heading “Discharge”, I may pause there 
and ask other members of the Commission 
if they wish to ask any questions. 

1136. (Dr. Rees): Urgency orders for 
private patients at present can be signed by 
the next of kin. Is there any reason why 
urgency orders for health service patients 
should not be signed likewise by the next 

of kin? No, il cannot see any particular 

reason why they should not if the relatives 
wish to do it, but I think in practice one 
very rarely finds an urgency order signed 
by relatives. At least .that is my experience 
in the north of England. 

1137. (But at present the doctor is obliged 
to send for the duly authorised officer as 
regards health service patients who are sent 
in under Section 17 of the .Mental Treat- 
ment Act. Do you feel it would be quite 
in order for the next of kin to sign an 
urgency order for health service patients? 

Our feeling is that the urgency order 

itself is rather an unnecessary procedure. 
It is only a matter of a seven day order 
after which something has to be done. Why 
have all these various forms of urgency 
orders? A lot of this arose at a time when 
you had different procedures for private 
patients than for people who in those days 
were rate-aided, but now you have not got 
your rate-aided patients as such You have 
your health service patients. Why have 
these different procedures whereby private 
patients may be admitted by the relatives 
on petition and other patients not? Why 
have the various forms of order? Is it not 
really complicating the machine? 

1138. Is it not the simplest way possible 
of getting the patient to the hospital, when 
only the relatives and the doctor concerned 
have to interfere in the case? Is there a 

more simple method than that? No, Sir, 

I think that probably there is no more 
simple method, providing that in the case 
of the urgency order the doctor is avail- 
able, . which is not always so, and that the 
relative is prepared and fully understands 
what it is all about. Very few doctors. Sir, 
have any idea of the urgency order as you 
understand it. The general practitioner 
does not really know the difference between 
the temporary treatment, the urgency order 
and so on and so forth. They are not 
conversant with these different methods, and 
so the first thing the general practitioners 
do when they come across any matter of 



urgency is to ring up the authorised officer. 
I think as you say that it is an easy and 
good way of doing it, but it is not a way 
that is generally known to the general prac- 
titioner. They are not really conversant 
with it. 

1139. You say in your memorandum, “ It 
has been suggested in some quarters that 
admission to hospital is a medical matter 
and nobody else should be concerned in a 
decision to admit.” Would you enlarge on 

that as to who should be concerned? 

We feel in this. Sir, that very often the fact 
that a person is medically of unsound mind 
does not necessarily mean to say that that 
person should automatically .be admitted to 
hospital against his will for treatment. He 
may be under proper care and control at 
home, and in the course of one’s work one 
comes across such conflicting views as to 
who should be certified and who should 
not be certified that we feel it is as much 
a social matter very often as a medical 
matter. 

1140. Wlho else should be concerned 
(besides the relatives and the doctor in 
admitting a patient to hospital? The 

magistrate? We feel at the first stage, 

possibly, No. If you are going to extend 
temporary treatment then somebody will 
have to .be concerned if a patient says “ I 
have no wish to go to hospital 

1441. Somebody, not the doctor, not the 

relatives, who should be consulted? In 

this case, the authorised officer. 

4142. What help can he give in the mat- 
ter that the doctor cannot give? The 

doctor, Sir, very often has not the time 
available to spend many hours of the day 
in trying to persuade a patient to enter 
hospital if the patient is unwilling. Our 
experience is that the doctor will say that 
he considers this patient should be admitted 
to hospital not as a voluntary patient, and 
he is only too pleased to leave sometimes 
the more difficult business of the actual 
entry ito hospital to somebody who is doing 
that sort of work. 

1143. You do not think the doctor and 
the relatives should be allowed to put the 

patient into hospital? Yes, Sir, if the 

patient is willing (to go. 

4144. 'If the patient is unwilling? If 

the patient is unwilling I do not see any 
reason why the doctor and the relatives 
should not put him into hospital if that is 
a practicable . matter. 

1145. {Chairman): But surely that is not 
your proposal? Your proposal is that in 
every case the duly authorised officer should 

be the responsible applicant? Yes,. Sir, 

that is true. We feel that where it is 
against the patient’s own will there should 
be some lay interference. 
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1146. (Dr. Rees): What advantage have 
you by calling in the duly authorised offi- 
cer over calling in the magistrate in such 

a case? If you call the magistrate you 

cannot call the magistrate alone ; you still 
have to call in the duly authorised officer 
because the magistrate is not responsible 
for moving people out of their homes. He 
can only give the order ; so you still have 
to call the authorised officer or somebody 
as well as the magistrate. And we feel that 
the magistrate in a judicial capacity as far 
as possible should not enter into the realms 
of illness. 

1147. For the first six months in hospital 
yoiu want to give the duly authorised officer 
the sole right of removing the unwilling 

patient from his home against his wish? 

Backed up by the medical certificates, yes ; 
on medical recommendation, that is, Sir. 

1148. (Chairman): You do in part claim 
for the duly authorised officer a certain 
definite impartiality, but you do not really 
intend to put him forward as anything but 

a convenient piece of machinery? Yes; 

we are not dn any way trying to override the 
medical profession. 

1149. (Dr. Rees): Supposing, for example, 
the doctor thought a person should be taken 
away from his home and you did not, then 

what is the position? ll cannot see that 

arising. ilf there are two medical' certificates, 
we are the people who make the application 
for temporary treatment. If the relatives 
are opposed to if, it was suggested that there 
should be some means of appeal to a judi- 
cial authority against it, but we are not 
saying that if two doctors say that this 
patient should 'be in hospital and the rela- 
tives are in agreement for temporary treat- 
ment, we are not suggesting that we should 
have the power of overriding that, are we? 
—{Mr. Austin): No. 

1150. (Mr. Jackson): May I. get this clear? 
Is the suggestion if the relatives agree and 
you have two doctors who agree that you 
may then put this person into a mental 
hospital against his will for a period of 

six .months? (Mr. Harhorow): With the 

safeguard that the mental hospitals them- 
selves have certain duties to perform in the 
matter. Patients may not remain as 
temporary patients under 'the present Act 
if things so clear up that they become well 
again or can become voluntary patients and 
so on. That six months I. think is safe- 
guarded by the orders and regulations of 
the mental hospital. 

1151. But you want to introduce some 
authority like the justice at some stage in 
some cases. What I am not quite clear 
about is, in what circumstances do you want 

to introduce the justice? If the case 

appears to be chronic, going on for some 
considerable time, we feel there should 1 be 
a time limit on this temporary treatment, 



and that is when the justice would be 
brought in. 

1152. Is .this after the six months? 

Yes, or with the present arrangements for 
extension for two further periods of three 
months it would then be after twelve 
months. 

H153. And 1 if the relatives were unwilling 
does that make any difference to this sug- 
gestion?^— Yes, I think so, if the relatives 
are unwilling, as stated before, there should 
be a right of appeal to a judicial authority. 

1154. At an earlier stage?- At an 

earlier stage, possibly before entrance to the 
hospital. 

1155. (Dr. Rees): And also the relatives 
would have the right to discharge the 

patient, would they not? 1 think we go 

into that in our proposals on discharge. Sir, 
that we have not come to yet. 

115i6. (Mrs. Braddock): There was one 
question that the Chairman asked 'I think 
at the beginning that you did not make any 
reference to, and that was whether you 
considered it should be the duly authorised 
officer or the local health authority who 

should have the responsibility. That was 

when we were discussing ascertainment I 
think, Madam. 

1157. I would like to ask you as well 
with reference to removal whether you 
think that the duly authorised officer should 
have the ultimate power to move, or whether 
he should have that power through the local 
authority or the Medical Officer of Health 

for the area. Under the present Act at 

the moment it is a personal responsibility. 

1158. I know that, but I am asking you 

your opinion. 1 think it will always have 

to 'be a personal responsibility, otherwise 
yo.u will inevitably get the situation of 'being 
instructed .to do something by an authority 
that probably has no personal experience 
of the case. I do not see how any Medical 
Officer of Health or any local health autho- 
rity can instruct one on the removal of a 
patient to hospital when .they have no 
personal experience of that particular case, 
as they cannot have unless they go and see 
the patient. The decision must rest with the 
person who has actual experience of the 
case, has visited the patient and so on. 

1159. (Dr. Rees): Does that decision 
depend on that person’s views or on the 
medical recommendation? Who decides 
whether the patient is taken to hospital or 

not? At the moment various people 

decide according to- the circumstances and 
I think you will still have tO' have that. In 
a case of urgency the authorised officer at 
the moment can decide for a period of three 
days, but he has to be prepared to show 
that he had good cause for his action ; or 
the justice can decide temporarily for a 
period of 14 days. 
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M60. Would the doctor be in a position 
to order the duly authorised officer to take 

the case to hos-pital? 1 do not think the 

doctor would wish to. 

1161. But if he did wish to? The doctor 
concerned might be a very experienced 
psychiatrist and he might want to say to 
the duly authorised officer “ I want this man 
taken to a mental hospital” based on the 

three day order or whatever it is. il 

would not like to answer for the Associa- 
tion on this, bait my own personal feeling 
based on experience, which I could expound 
at length, is that I do not think that the 
duly authorised officer ought to' be in the 
position of 'being obliged to act on the 
instructions of the doctor because opinions 
vary so much. I have been in ithe position 
of one psychiatrist saying “You should 
remove this patient to hospital ” and 1 another 
psychiatrist saying “ you should not remove 
the patient to hospital.” I am sure I 
should have then the .right of deciding my 
own actions, being prepared ito justify them 
if any trouble developed. 

1162. So the duly authorised officer 
becomes a diagnostician and can override 

the experienced psychiatrist? -No, Sir. 

The duly authorised officer is concerned 
with the patients in their social environ- 
ment and on this question of an order takes 
into account the factor of the safety of the 
patient or of others, in considering whether 
the patient should be removed from his 
environment. That is the point at issue I 
think, not the question of the person’s medi- 
cal state, when it is 'a question of removing 
him. 

H63._But the psychiatrist may see the 
patient in his own home and may know the 
circumstances just as well as the duly 
authorised officer? — -In that case if the duly 
authorised officer is also doing his job 
properly and is a suitable sort of person 
I cannot imagine that there is likely to be 
any difficulty arising between the psychia- 
trist and the duly authorised officer on that 
point. The psychiatrist will presumably 
recommend that he should go, and I think 
the duly authorised officer would also in 
such a case be of like mind. 

1164. (Chairman): I think .there is a point 

here. Under the present law and adminis- 
tration the question of disagreement 
between the duly authorised officer and the 
medical recommenders or certifiers is not 
a practical proposition, but if you give the 
duly authorised officer a more responsible 
and independent position, as your recom- 
mendations tend to give him, and moreover 
a statutory position, there is some danger 
of a conflict. Yes, Sir. 

1165. We shall have to watch that. 

In this memorandum our idea is not to 
bolster up the position of the duly 
authorised officer, I think you appreciate 



that. The way it has been put now rather 
sounds like that, but that is not our pur- 
pose. Our purpose, where we suggest that 
•the duly authorised officer should sign 
applications for temporary treatment and 
so on, is to help relatives in every way pos- 
sible. At the moment you may say, rightly, 
that there is not any clash, generally speak- 
ing, between the medical profession and the 
duly authorised officer, and that is because 
at the moment that clash sometimes comes 
between the medical profession and the 
judicial authority. 

1166. But the preamble to your memo- 

randum does rather give the impression 
that you regard the duly authorised officer 
as in the future the person who is to repre- 
sent what the justice is now supposed to 
represent in -the community, the general 
lay responsible opinion on cases of mental 
illness, and if you give him a statutory 
position of that kind the danger of conflict 
with the doctors is perhaps enhanced. I 
think you would have in that case to give 
him a much more independent official 
position than he has at the present moment. 
At the present moment he is after all a 
servant of the local authority, though he 
has some -personal responsibility. He is 
like the unfortunate mine manager who in 
the old days before nationalisation was a 
servant of -the company but had indepen- 
dent .responsibility for safety. — (Mr. 

Westmoreland): If I may interpolate on 
that point, Dr. Rees has suggested the 
extreme situation. It is unusual for a duly 
authorised officer to receive any sort of 
instruction from an experienced psychiatrist. 
It is much more usual for him to receive 
a request from a general practitioner who 
is not especially skilled in the treatment of 
mental illness. _ I do not know within my 
personal acquaintance any duly authorised 
officer who would be so foolish as <to dis- 
regard the advice of an experienced psychia- 
trist, but he might very well find that with 
a general practitioner he was being invited 
to do something which it might not be 
possible to do, and he must be in a posi- 
tion to decide upon his own actions. 

1167. You mean he might find the 
general practitioner about to try to do 

something which is illegal? (Possibly, 

through lack of knowledge of the Acts and 
procedure. It is the duly authorised officer 
who is the man who by his .training and 
experience is expected to be aware of all 
the ramifications of the law on the subject 
of admission to mental hospitals. The 
general practitioner is not, and in fact he is 
usually most grateful to have a mental 
health service -that he can telephone and 
deposit his case on- entirely and ask them 
to take the appropriate action. There is 
in fact very little conflict. 

1168. Do you find in your experience 
that you are often sent for by a general 
practitioner to take a patient to hospital 
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and you have to refuse to do so? 

Occasionally, not frequently. 

1169. It would add a new horror to 
the life of the general practitioners if that 
were to become a habit on the part of the 
duly authorised officer. A general practi- 
tioner said to me the other day “ I do feel 
that I ought not, a busy man as I am, my 
livelihood depending on my getting round 
my district, to have to stay half the day 
in my surgery with a violent patient kicking 
and storming waiting for the duly 
authorised officer to come along and convey 
him.” If there was the added fear that the 
duly authorised officer might say “ I am not 
going to convey him to hospital however 
violent he may be” it would add another 
horror to the general practitioner’s life. 

{Mr. Harborow ): That is not likely to 

apply really, because the officer has a duty 
to perform and would obviously be neglect- 
ing his duty if he did not remove that 
patient you describe from the surgery. The 
fact -that the doctor had to wait possibly 
half the day may merely mean that there 
are not sufficient duly authorised officers. 

11170. I think my last question to you 
on mental illness is this, what dO' you mean, 
in the section on “ Officers and Training ”, 

by “statutorily designated”? What we 

mean 'by that. Sir, is that at the moment 
the authorised officer has statutory duties 
to perform which he himself is alone re- 
sponsible for, but he is employed by the 
local authority who can discharge him with- 
out any reference to any other authorities. 
When in the old days under the (Lunacy 
Acts the relieving officer was doing this 
work, amongst other duties, he was statu- 
torily designated so that on any question 
of discharge the (Minister of (Health had 
to be consulted, but that does not apply 
now. 

11711. Was that so under the old poor 
law? Yes. 

1172. Could not the Guardians discharge 
the .relieving officer without the consent 

of the Minister of (Health? iNo ; _ but 

now we are in the rather difficult position 
that we may have to take some action 
which the local health authority might not 
like, and they would be the people who 
would decide on the question of dismissal. 
That is the .point, to bring it into line 
with the old days that people with statutory 
duties should ’also be statutorily safe- 
guarded. 

1.173. I see the point. It is rendered a 
little more difficult by the fact that a 
local authority may at any time have to 
increase the number of its duly authorised 
officers. (He is not a single .person like 

a relieving officer. The local authority 

had many relieving officers very often, not 
only just one. Generally speaking the 
local authority had more relieving officers 
than they have authorised officers. 



1174. {Mrs. Braddock ): They had more 
functions? Yes, .they had more func- 

tions. At the moment there is the ques- 
tion, as we have mentioned here, that a 
local authority can appoint anybody to be 
an authorised officer. This is a safeguard 
for the officer and I think would also pos- 
sibly tend to make the local authority pay 
more regard to the question of appoint- 
ments for carrying out work _ which is 
definitely a matter of great public concern 
and public interest. .At the moment there 
is no safeguard as to who should be 
appointed or when they should be dis- 
charged. We can instance authorities where 
some strange appointments have been made. 

11*75. {Chairman}: It is, I fancy, the 
custom of many local health authorities, 
where they have found .they have not got 
enough duly authorised officers, to appoint 
one of their mental welfare officers to per- 
form these functions, which is certainly con- 
venient. You do not think any appoint- 
ments of that kind ought .to be made 
without the sanction of the Ministry of 

Health? In the same way, they had 

assistant relieving officers, who had not to 
be sanctioned by .the Ministry of Health, 
and I do not .think one would like a hard 
and fast rule, but where one is perform- 
ing the duties regularly we would suggest 
that possibly the appointment should be 
statutory. 

1176. {Dr. Rees): Do you believe there 
should be a specially appointed medical 

officer for mental health in each area? 

I would like to see it, yes. 

1177. Do you believe dt_ would be in 
order for the duly authorised officer to 

work under his direction? Yes, in many 

instances the local authority has a doctor 
specially appointed for mental health, but 
in other authorities they have not. 

1178. And is he responsible for the work 

of the duly authorised officer? Yes, 

under the Medical Officer of Health ; that 
applies in most cases. — (Mr. Austin): Yes, 
though the duly authorised officer would 
use his own discretion in admitting cases 
of urgency, Sir. He would not be .told 
what to do by another person. 

11179. In difficult cases the medical officer 
will be called in? He would advise. 

1180. {Chairman): I was not going to 
ask you any questions about discharge be- 
cause the proposal seems to me at first 
glance a reasonable one. You do not pro- 
pose I suppose to abolish the present bar- 
ring certificate? (Mr. Harborow): No. 

11811. But in addition to that you are 
proposing that if the Medical Super- 
intendent feels strongly that a patient 
should not be allowed out ou the applica- 
tion of his relatives he should have power 
to apply to a justice for judicial determina- 
tion? Yes. 
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1182. The only point .that occurred to 
me was whether he should do .that or 
whether it should be left to the relative 

to apply for judicial determination. 1 

think the relatives would apply if they 
felt .that discharge was .being unreasonably 
withheld, hut at the moment the regula- 
tions regarding the barring certificate are 
pretty definite, so very often the Medical 
Superintendent is obliged to discharge a 
patient when, he is quite certain in his own 
mind that that patient should not be dis- 
charged, and at the moment there is no 
means of ascertaining to what conditions 
that patient would be discharged. 

1183. But where the case is one of 
temporary treatment what power would the 
justices have? Would it be merely to 
authorise the Medical Superintendent not 
to discharge the person in spite of the 
relative’s request, or would it amount to 

an application for certification? It 

would almost amount to an application for 
certification, but under the present Act even 
if your patient is certified a relative can 
still come to the hospital and say “ Come 
home”, so I do not see that the fact of 
certification would really solve anything in 
this matter, because Section 72 would pre- 
sumably still apply to a patient under a 
certification order. 

1184. If it is a question of certification 

I wonder if the relative ought to take the 
responsibility of applying for judicial deter- 
mination rather than the Medioal Super- 
intendent, as we are trying to avoid certi- 
fication? Yes, but the Medical Super- 

intendent would not normally be applying 
for judicial determination. It would be in 
the opposite direction. He would be 
applying only where it was obvious to him 
that the patient should not be discharged 
and the relatives were insisting on dis- 
charge ; it would be a sort of order for 
detention not for termination. 

11185. That is why I asked you whether 
it would be an application for certification. — 
(Mrs. Adrian ): Would it not, in the case of 
a temporary patient, simply be an applica- 
tion for that temporary period to run its 
course and not to be shortened? Yes. 

1186. That would not be certification? 
Certification would still have to be con- 
sidered at the end of the temporary period? 

Yes. I do not think it would often 

apply, but there are cases, we instance two, 
and we can instance others, where quite 
obviously the patient should not be taken 
home by the relatives, and the relatives’ 
action is quite definitely not in the interests 
of the patient. I do mot think there are 
many of them, but they do tend to increase 
with the ease of discharge. . 

1187. (Mr. Bartlett): I am not quite 

certain what this means. Are you sug- 
gesting that when the relatives want dis- 
charge we should normally notify the 



justice? No, what we are suggesting, 

Sir, here is that when the application for 
discharge is made it should not be opera- 
tive immediately, as it is at the moment. 
A relative can go to the hospital this after- 
noon and take the patient away, but we 
suggest that some investigation should be 
made as to the sooial conditions in the 
same way as is done under the Mental 
Deficiency Act9 now when relatives apply 
for the patient to go home, say, for a 
holiday. The local authority is asked to 
give certain information on the home cir- 
cumstances to which that patient would be 
discharged. It is that sort of thing that 
we feel would be a safeguard in the 
interests of the patient of this type. 

1188. Are you suggesting .that the 

authorised officer should make that investi- 
gation? We only suggest him because 

he is the person on the spot. The 
authorised officer is mot only dealing with 
statutory duties but is also usually the 
mental welfare officer for the district. 

1189. Would not the psychiatric social 
worker be the appropriate person to make 

such an inquisition or investigation? 

They have not got the time ; there ane not 
enough of them. There is an authorised 
officer in every district. There are very 
many mental hospitals without a 
psychiatric social worker at all. 

1190. Surely the numbers are ‘increasing, 

are they not? Only very slowly, Sir, and 

the authorised officer lives, in tnc district 
and is conversant with the whole of his 
district. 

(Chairman): How big a district is 

that? It varies very much with local 

conditions. In a county borough there may 
be, say, up to 10 authorised officers living 
in that county borough. _ Ini another 
county there may be one in _ am area _ of 
possibly 80,000 people, but he is still living 
in that community. The mental hospital 
may be 20 miles, away. Is it reasonable to 
suggest that in all these cases the psychiatric 
social worker should do it? 

1191. (Mr. Bartlett): Perhaps I was 

rather too precise in saying the psychiatric 
social worker, but in how many mental 
hospitals would you say there is not a 

social worker? The one that I myself 

deal with particularly at the moment has 
not one at all, and it is a large mental 
hospital with 2,000 beds. 

119l2. You would not say that that is 

a general rule? il do not know, Sir. We 

are not making any claims for the 
authorised officer in this. We suggested 
him only (because he is the person on the 
spot and probably already knows the con- 
ditions because he .possibly was concerned 
when the initial proceedings were taken. 
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1 ( 193 . {Mrs. Adrian): Are you suggesting 
that this sort of enquiry should «be made 
n every case where relatives apply under 
Section. 72, or only in those cases where 
the Medical 'Superintendent cannot give a 
barring certificate because of danger to the 
natienit himself or to other people hut 
wishes to keep the patient in for his own 
C ood 7 Do you want an enquiry in every 

case of application? We have suggested. 

Madam, that discharge under Section 72 
should he subject to a period of seven days, 
in which I think one can reasonably say 
an enquiry should he made in every case, 
otherwise you get the question of some- 
body possibly saying, “ Why do they come 
to me andi they did not go to so-and-so? 

If everybody is treated alike everybody is 
satisfied : and it is not going to arise very 
frequently. 



H'94. (Dr. Rees): How do you think 

these restrictions on the discharge of 
patients would affect the confidence of the 
public, and the patients and relatives in 

particular, in menial hospitals? il do not 

think these conditions would affect it very 
much. On recovery the hospital would 
discharge, and this would not apply to 
voluntary .patients in any way. As it is 
at the moment, with certified patients, 
generally speaking their discharge waits on 
a meeting of the hospital committee which 
may he once a fortnight or once a month. 

T do not think anything should he done in 
any way to shake the confidence of the 
public on the question of mental hospital 
treatment, but I think very often the public 
is shaken enough as it is, for various 
reasons. In Ihis case, if you do not have 
a period in all cases, you put the Medical 
Superintendent in the’ position of saying. 
“ All right, you can go now,” to one patient, 
and to another patient he would say, “ We 
will wait anti sec in seven days It is 
going to be rather difficult unless you have 
one rule for them all. 



(Chairman): Arc there any other ques- 
tions on this memorandum before we pass 
to mental deficiency? 

1195 {Dr. Rees): I have one point on 
the question of training, where it is said, 
“This Society is making every endeavour 
to secure adequate training and professional 
standards for all welfare officers in the 
Mental Health Service”. Can we be told 
more about this, the source from which 
it is anticipated or hoped that -such training 
would come, where it would be obtained 
and the nature of such training? — --The 
National Association of Authorised Officers 
went into this subject of training and drew 
up proposals which were- submitted to the 
Ministry of Health, a master now of nearly 
three years ago. .At that time the Ministry 
said, “We will have to wait for the 
Mackintosh Report which is shortly to be 
published.” The 'Mackintosh 'Report was 
published and for the moment has not been 



implemented, as you know, and the subject 
went on and we could not get any definite 
answer from the Ministry regarding training 
so we had to take other steps. I think, 
following the Mackintosh .Report, there was 
a committee set up which also tried to do 
something about this but again could not 
get very far with the .Ministry, who 
obviously will 'be concerned in the matter. 
The last thing that committee said was that 
it could only suggest that the societies con- 
cerned in this matter should go ahead on 
their own and try and set up some form 
of training for themselves, which we shaJl 
do very shortly, with the help, we hope, 
of other bodies. It has not been our fault 
that something has not been done in the 
past, -but we feel that we have rather been 
hitting our heads against a brick wall in 
the last few years on the subject because 
of what has been said by this committee 
and that committee. 



11%. (Mr. Bartlett): What is the type of 

training you envisage? For mental 

welfare officers the type of training we 
would suggest is a certain amount of theory 
from the point of view of study and 
examination, together with a short stay, 
cither daily or for a period as residents, m 
mental hospitals to get to know what goes 
on there, to see the other side of the picture, 
to get to understand patients, and so on, 
and we hope also a sort of seminar type 
of training where we should be building 
up trainees in the same way as the health 
visitors go as trainees working with other 
trained people. It would probably be a 
training lasting altogether about, twelve 
months but mostly it would be training on 
the job. 



1197. And would you be prepared to 
accept trained mental nurses, male and 

female, as authorised officers? hI should 

say so, yes, but the difficulty about that 
is that there is a great shortage of mental 
nurses and we would' not like to he in the 
position of suggesting that we were trying 
in any way to deplete an already depleted 
^service. 

1 11% No, i&ut it would provide another 

avenue of promotion, would it not and 
might encourage the intake of recruits . . 

We would not in any way say that trained 
mental nurses should not enter ; as a matter 
of fact that has already been discussed. 



(Chairman): May we pass to mental 
deficiency now. 



(Mr. Harborow): May I say that 

the subject of mental deficiency 

y colleagues are probably in a better 
isition to answer your questions than i 
n because they deal much more with 
ental deficiency than T do, so possibly 
r Westmoreland, iMiss Grant and Mr. 



remarks to them. 
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1199. -1 do not want tO' indulge in a 
long discussion of the words “ social in- 
efficiency”. I think it is possibly more 
important to ask you why you attach im- 
portance to retaining the proviso which 
is sometimes criticised — -the .proviso that 
mental deficiency must show itself before 
the age of 18 years. You definitely think 
that those words ought to ibe left in, do 

you? 1 (Mr. Westmoreland): No, Sir. 

That presumably was included < in the 
present definition on medical advice, and 
we did' not want .to object to the present 
definition too greatly. We did want to 
'bring out the point that there is definitely 
an element of social weakness, if you pre- 
fer that term, as well as intellectual weak- 
ness in the type of person, we find it neces- 
sary to deal with. (But as to whether there 
should ibe a hard and fast line at .the age 
of 18, it has always seemed to me per- 
sonally to be undoubtedly a matter for the 
psychiatrists to say where the period of 
mental deficiency is going to cease. There 
is, of course, obviously a difficulty that 
mental deficiency can get badly confused 
with mental illness and if that safeguard 
is taken out you may 'be dealing with both 
under the Mental Deficiency Acts. ; I am 
not going to argue whether that would be 
right or wrong but uip to now it has been 
decided it should not toe so. 

1200. 1 suppose you as well as we are 
alive to the possible dangers of so broad 
a phrase as “social inefficiency” and also 
we are alive to the doulbt as to whether, 
so long as you keep the word “mind” 
in the definition, you might end up really 
where we are now, unless you have a 

definition of “mind”. We do not 

suggest that. Sir. (It is, of course, a very 
real difficulty that in. practical work in 
the field one comes across people who on 
ordinary intelligence tests are apparently 
just about on the normal line of intellec- 
tual attainment, and yet their behaviour 
proves that they have not got sufficient 
ordinary common sense to live properly 
in the world and are continually commit- 
ting some act of delinquency. There is 
difficulty in bringing them into the fold 
under the (Mental Deficiency Act, and yet 
quite obviously the sort of treatment avail- 
able in the mental deficiency institution is 
ideal for .that particular person. That is 
why we advance this concept of social 
inefficiency, because it is a very real prob- 
lem to us. We do find the .person whose 
r.Q. is pretty high, who is not far below 
the normal standards of 'intelligence ; he 
has probably staggered through an ordin- 
ary school and yet on coming into adoles- 
cence he is found not to have what it takes 
to live as a normal citizen, .though by the 
accepted tests he has normal intelligence. 
It is a very real and pressing difficulty and 
some definition must .surely be found that 



will enable us to treat those people in the 
way that seems best for them. 

1201. (Dr. Thomas ): The present defi- 
nitions of the various categories of mental 
deficiency are, would you. not agree, en- 
tirely based upon social inefficiency? — - 
Yes, but they are tied to intellectual weak- 
ness as well ; I am thinking of people who 
have not any marked intellectual weakness. 

1'20(2. lit is more a matter of diagnosis 
you are concerned with, is it not? The 

terms are all drafted really? If is the 

use .that has been made of the terms. 

1203. iBut the terms as they stand are 

already expressed in relation to social in- 
efficiency? -They are, yes, but, as has 

been said, they are all tied up with “de- 
velopment of mind”. There is the impli- 
cation there that you have to be able to 
demonstrate that the mind in question is 
well below a normal state of development. 

1204. (Sir Cecil Oakes): “Mind” only 
comes into one of the definitions, does it 

not? .It comes into the all-embracing 

one. 

1205. (Mrs. Adrian): Is “mind” con- 
fined to the intellectual qualities? You 

are now getting to. (the definition of mind, 
are you not? The practical difficulties that 
the person responsible for certifying is up 
against, is that they at any rate read into 
the .present definition a statement that they 
must discover intellectual deficiency of a 
marked character. They do. not always 
find it in a marked character and yet they 
are very anxious that this particular per- 
son should be dealt with through the 
medium of .the Mental Deficiency Act. 

1206. (Dr. Rees): You mean they pay 

too much attention to the I.Q.? -Prob- 

ably, yes. 

1207. (But that is not mentioned in the 

definitions? No. The definitions would 

be all right without the traditions which 
have grown up around them, but you will 
not get people to come back to the word- 
ing of these definitions unless you re-word 
them now, because of the traditions that 
have grown 'barnacle-like on to them. 

.1208. (Mrs. Braddock ): Is there not some 
confusion between, .educationally sub- 
normal and mentally deficient?- — There is 
no confusion with me. There is confusion 
in the mind of the public. The term edu- 
cationally sub-normal is no.t now so accept- 
able as it was intended to be when it was 
coined. 

1209. (Dr. Thomas) : Would you subscribe 
to the view expressed to us -this, morning 
that it is essentially the clinical condition 
that actually causes the stigma, not the name 

attached to it? Yes. that is so, but of 

course the condition must have a label in 
order to discuss it, and you cannot very 
well have the one without the other. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF SOCIETY OF MENTAL WELFARE OFFICERS 



213 



1,210. {Chairman) : We will pass Co 

« Ascertainment You are here .proposing 
to net rid of the present descriptions in 
Lfflon 2 (i> (b) of what makes a mental 
defective subject to be dealt with and to 
replace them by this new definition of 
‘‘-persons needing care, training or control 
which can only be provided under order . 
At the present moment statutory super- 
vision is not provided under order, is it? 

,No, Sir, and if our other proposals are 

followed admission to an institution will not 
necessarily 'be under order. This clause is 
to take the plaice of the one which at the 
moment relates to care or training which 
cannot be igiven in the defectives.’ own 
homes. We suggest that the qualifying 
phrase should be that the person needs care, 
training or control which can only be 
provided Lf an order is made. 

121-1. A't the present moment Section 
2 (i) (£) defines the sort of people wiho are 
to be dealt with by the local authority, 
either by institutional care or by guardian- 
ship or by statutory supervision? That is 

right. 



12,12. Then your definition would wipe 
out that category altogether, and leave the 
local authority to 1 provide supervision under 

other powers? Which would iron out a 

good many cases that are under voluntary 
supervision which does not exist in law at 
all. 



1.2,13. We come to “Certification”. .1 
think the recommendations here -may be 
worth exploring in detail. .Recommenda- 
tion (c) is interesting. I am not quite 
sure what the difference between, (a) and (c) 
is except that in (c) you have no medical 
recommendation. Surely you will not be 
able to commit to an institution without a 

medical recommendation? .No, there 

would 'be a medical recommendation 
obviously, but not in the form of any sort 
of order. We were thinking here particu- 
larly of the sort of short-term case where 
a short admission was necessary and the 
hospital would take the patients without any 
formality at all. 

1214. Under your suggestion at ( c ), would 
it be open to the adult mental defective to 
apply for voluntary admission for himself? 
if necessary, yes. 

1215. (b) is rather odd, is it not,— “ At 
the request of local .health authorities” ? 
You have there a note — “Section 3 of the 
Mental Deficiency Acts ”, but I am not 

quite clear what ' you refer to there?- 

What we mean is .that the local health 
authority should have the power to place 
a patient in an institution in the same way 
that the parent or guardian has the power; 

1216. Without tihe consent of the parent? 

No. Our recommendation. { b ) would 

rather apply where no parents exist.. The 



idea is that the local health authority should 
be able to stand in the .place of the parent 
where no parent is to be found. There are 
no practical difficulties here, as you will 
realise; .the traffic into mental deficiency 
institutions at the moment is almost at a 
standstill and there is no difficulty about 
getting certificates under the present method 
in the very rare case where one has an 
opportunity of placing a patient -in an insti- 
tution. What we want to do is to reduce 
the necessity for the extremely cumbersome 
type of certification under the .Mental 
Deficiency Acts, for the admission, of low 
grade children for instance. .It is rather 
ridiculous to go through all the reams of 
paper now necessary to certify a completely 
helpless and hopeless idiot child to get -it 
under care in the hospital, and we are sug- 
gesting that Section 3 should be much more 
widely used by the parents under the 
guidance of the officers of the local health 
authority, or in the absence of parents the 
local health authority should be -permitted 
to apply under Section 3 for admission. 
Recommendation (c) is to have admission 
without formality and rather to take the 
place of the Ministry of Health Circular 
5/52, which at the moment permits hospitals 
to receive without formality defectives up 
to two months for temporary care for 
special reasons. Finally, of course, we must 
retain the present method of certification for 
those cases where compulsory admission is 
necessary against the patient’s will and 
possibly against the parents’ will as well, 
and where the thing must have a full 
judicial hearing. 

1217. In that case you want to preserve 
the present procedure, including the magis- 
trate’s order? Most certainly including 

the magistrate’s order. -I think the proceed- 
ings could be tidied up and I personally see 
no reason for the statutory declaration ; it 
always seems to me a .perfectly useless piece 
of paper in the mental deficiency certifica- 
tion procedure. I think it could be reduced 
to a procedure very similar to that of a 
summary reception order under .the -Lunacy 
Act, a medioal certificate and a magistrate’s 
order. At the moment it is a very pompous 
thing. We have two medical certificates 
with a statement of particulars, a petition, 
a statutory declaration and finally a 
magistrate’s order, which makes a tremen- 
dous bunch of papers all to take one wee 
person, where everybody is entirely satisfied 
it should -be done, and I think that could 
be considerably simplified. The essentials 
are a medical certificate and a magistrate’s 
order, which must be retained for every- 
one’s protection in the case where compul- 
sory action is sought. 

121,8. Is it that you want to retain the 
^magistrate’s order so long as the magis- 
trate’s proceedings are sufficiently perfunc- 
tory? Not the magistrate’s proceedings. 
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but the mass of paper accompanying it, 
could with advantage to everybody be cut 
down very considerably. I think everyone 
would be well safeguarded if the procedure 
for getting an order under the Mental Defi- 
ciency Act was somewhat similar to that of 
the iLunacy Act, one medical certificate, a 
hearing by a magistrate and of course the 
parents’ consent, or a magistrate’s finding 
that the consent had been unreasonably 
withheld. 

1219. What do you mean exactly by 
(iv) — “ . . . .the .obligation should be laid 
down that the medical evidence .be given by 

an expert ”? -There is a very vital point 

there. What the Acts say at the moment 
under Section 8 is that the court if satis- 
fied on medical evidence that a person is a 
defective may make an order placing him 
in an institution. I had experience of a 
case where the prosecution for the Crown 
called a psychiatrist to give evidence and he 
said that the person was a mental defec- 
tive. The defence called a general practi- 
tioner who said that the person was not a 
mental defective. The judge said that he 
must be satisfied on medical evidence, and 
that he was satisfied on medical evidence 
that the patient was not a mental defective, 
and in that case he refused to make an 
order. We have known too the reverse ; 
an order has been made in a case where one 
doctor has said a person was a mental 
defective, and the expert on the subject has 
said, “ No ”, but the order has still been 
made. We feel that the doctor giving evi- 
dence before the court, on which the court 
might make an order placing the person 
under the Mental Deficiency Acts, should 
have some experience in mental deficiency 
work. 

122 0. You would always believe the 
psychiatrist against the general practitioner, 

would you? 'Not necessarily. Sir, but 

where a person has had some training in a 
job they are more likely to be right than 
the person who has not. 

1221. (Mr. Jackson ): You could not lay 

this down as a rule, could you? It is a 

rule under Section 6 in connection with 
certificates for certification that one must 
be given by a medical practitioner approved 
by the local authority. The presumption 
there, if not the written rule. Is that the 
local authority will nominate an expert, and 
the second certificate is given by any medi- 
cal practitioner. If the doctor to give 
evidence before the courts was to be a 
doctor authorised by the local health 
authority for the purpose of giving certifi- 
cates. that would meet the case. 

1222. That is what I ' meant. You can 
lay down as a rule the kind of person .who 
must give the certificate but you cannot 
lay down as a rule that he must be an 

expert? No. but you can ensure that 

an expert is employed. 



12123. (Sir Cecil Oakes): Have you in 
mind something like Section 4 of the 
Criminal Justice Act, which says, “ experi- 
enced in mental disorders ”? Yes, that is 

what we have in mind. 

1224. (Dr. Thomas ): You are satisfied 
about the three-yearly period in your 
recommendations, a renewal after one, two 

and then every -third year? That is what 

we feel, yes. The five year period is a long 
one, and there are many defectives who 
have no one who could or would initiate 
any discharge application on their .behalf 
and it seems that five years is an unduly 
long time before a case is automatically 
considered. 

1225. (Chairman): On the question of 

discharge, I suppose you mean the local 
health authority to act in lieu when there 
are no parents or guardians? Yes. 

1226. 'But when there are parents and 
guardians should not their consent be all 

that is required? The local health 

authority have responsibilities with regard 
to these children., and- they should have the 
opportunity of saying whether the dis- 
charge is suitable in, the circumstances. 

1227. (Sir Cecil Oakes): This is over the 

age of 21, not children. So it is. I 

think that should be “under ” ; I am sorry. 
There is a point in Section 3, is there not, 
on age 21. The parents of a feeble-minded 
person over 21 could not put him in under 
Section 3, but the local health authority 
might under our recommendation (h). 

1228. (Chairman): Would you not give 

the parents the power to place a feeble- 
minded person over the age of 21? 1 

think not, at the moment. The point to 
safeguard there is that the feeble-minded 
person is in a fairly broad category that 
runs from a fairly obvious mental defective 
right up to the realms of the practically 
normal, and it is possiblv a dangerous 
thing for them to be at the whim of the 
parent without any sort of inquiry at all. 
That was obviously the reason for this 
when the section was framed. 

1229. T understand you not wanting to 
put a feeble-minded person into an institu- 
tion over the age of 21 without his consent, 
but T do not understand why you would 
allow the local health authority to- ,put him 

into an institution but not his parents. 

The local health authority are not likely to 
have any personal feelings in the matter, 
are they? There is no personal axe to 
grind- there. 

1330. You think a parent is likely to 
have an, axe to grind in putting his child 

away-? Yes, il th-ink it is very possible, 

but only in a minority of cases. — (Miss 
Grant): I think when the parents find they 
are , not employable they are more anxious 
to get them- in in some cases. Sometimes 
-they have a s-trong nuisance value, or they 
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are letting down the social aspirations of 
their family. That does happen ; they are 
holding back the more normal memJbers of 
the family. 

1231. I am not quite dear on 5, “Com- 
munity Care Do you propose to abolish 
the category of people who are subject to 
be dealt with, and why is power needed 
to give local health authorities the power 
to provide voluntary supervision, which they 
already do? What express powers do you 

mean? (Mr. Westmoreland ): They do it 

under very nebulous sort of powers. All 
these people we tump together under 
voluntary supervision are the people who 
are not subject to be dealt with. They are 
a group of patients that our social workers 
feel that they should supervise ; they feel 
there is a job there for them to do, but 
there is no statutory provision for it. 

1232, You do mean., do you, express 

powers and not express duty? Yes. 

123ft. (Dr. Rees): Does that mean, that all 
defectives would become subject to ;be dealt 

with? 'No, it would mean -that the local 

authority would have authority to care for 
all mental defectives. 

1234. What power does the local 
authority not have over these new cases 

that it has over the other cases? It 

does the job now. There is no doubt about 
that, but it is arguable whether it has the 
power to do it. 

1235. Would it have the power to remove 

them to an institution? It has that now. 

1236. Not the voluntary supervision 

cases? !No. 

Ii23'7. Are you asking for powers to- do 

that? We are asking for general powers 

for supervision quite independently of 
whether a person is subject to be dealt with 
by obtaining an order. 

1238. { Sir Cecil Oakes): You are asking 

for general statutory power to do' what the 
more enterprising local authorities have 
done for many years? Exactly, yes. 

1239. (Mrs. Adrian): Under the present 
law if before a child leaves school he is 
notified to- the local health authority, he 
then becomes subject to be dealt with. He 
can be put under statutory supervision, 
and if a crisis then arises no further 
qualification is necessary before he can be 
dealt with under order. He is then dealt 
with under order, is he not, even if he 
does not come under any other category? 
— —Yes. 

1240. What is to happen to that power, 
because it is a useful power? A child 
leaving a special school has a period of 
trial in the community to see if he can make 

good. Our earlier proposal's here envisage 

the abolition 1 of the “ subject to be dealt 
with ” clauses except a blanket clause that 



he is in need of care and training which 
can only ibe obtained under order, and if 
a crisis arises that would automatically 
arise with it, would it not? May I say at 
this stage that in point of fact we do not 
find a great deal wrong with the present 
law ; it gives us ample power to deal 
adequately with the mental defectives in the 
community if there exists the accommoda- 
tion in which to do it. There is no difficulty 
about obtaining orders. All we are suggest- 
ing is a tidying up and a neatening. The 
fundamental difficulty we are up against 
is the lack of institutional accommodation 
which hamstrings our work at every turn. 

1241. (Chairman): 'Occupation Centres. 
Under (a), do you propose that attendance 
should be compulsory up to school leaving 
age, 16, but not afterwards?-; — That is 
rather difficult. It may be desirable for a 
defective to continue to attend an occupa- 
tion centre long after the normal child has 
left school. iBuit it is a moot p-oint whether 
that power should be given directly to the 
local health authority, or whether the local 
health authority should have power to com- 
pel attendance' in suitable cases up .to the 
age of 16 and then the power to compel 
attendance over age 16 be transferred to 
the National Assistance Board, who would 
make it one of the conditions on which 
they granted an allowance to a person 
claiming to be unemployable. We do feel 
that there should be power to compel in- 
dividuals to attend if they are considered 
likely to benefit from a daily occupation 
centre. The present position of course 
is that the local authority has a statutory 
duty to provide an occupation 1 centre and 
has' no .way at all of obtaining -scholars nr 
trainees. In point of fact this point has not 
often arisen because very few authorities 
have yet .got occupation centre provision 
adequate for the number of parents who 
are anxious for their children to go. But 
the position will arise when eventually 
occupation centre provision catches up with 
the size of the problem, as it is tending 
to do- in some localities ; then the problem 
will arise that there will be places avail- 
able, there will be defectives suitable to 
attend but the parents may object and will 
not present them. 

1-242. It is always difficult, as you will 
realise, to have selective compulsion. It is 
much easier to have compulsion with wide 

powers of exemption. Yes, but it is 

very obvious that certain defectives, the 
really low grade defectives, could not bene- 
fit from attendance at occupation centres 
and could not in fact be dealt with there 
at all. It would seem rather absurd to 
have compulsory powers which would in- 
clude them and 'from which one would be 
making constant exemptions. That is why 
we put it in this form — “Where they are 
suitable for training in an occupation 
centre 
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1243. Then (b) is a proposal to extend 
the school health service to all children 
under the local health authority. Recom- 
mendation (c) raises a very wide question 

of policy? Yes. We only think it 

should be mentioned in passing, but there 
probably are advantages in considering 
whether -the education authority should take 
over all education right from its very- 
lowest limits. 

1244. {Mrs. Braddock): Does not that 

apply in Scotland? {Miss Grant): It 

does’ occupation centres are part of the 
educational system in Scotland. 

1245. {Dr. Thomas): iHoiw far do you 
feel that the adequate (provision of occupa- 
tion centres iwould relieve the bottleneck 
in institutional care, which you mentioned? 

■ -—{ Mr. Westmoreland) : There is no 

doubt about it that the bottleneck in in- 
stitutional care is causing people to dis- 
cover that occupation centres can do things 
it was never thought they could do, and 
they are in fact tending to become day 
hospitals, but it is difficult to say whether 
it is fair to refer to the typical occupation 
centre the child of good habits with a 
good home background, where no reason 
for removal to an institution exists at all, 
and to have there children from' extremely 
bad homes who quite certainly ought to 
be placed, in their own interests, in 1 an in- 
stitution, grid children of delinquent habits, 
and for them all to be mixed up together 
in one centre. It has been proved they 
can give a certain amount of training even 
to the worst cases, but whether it is a de- 
sirable thing to prolong that any longer 
than is necessary is open to grave doubt. 
Certainly the present situation has proved 
that it is no longer necessary to claim that 
a mental defective can only be trained^ in 
an institution, because the occupation 
centres are doing a first class job of work 
under extremely trying circumstances. 

1246. Paragraph G “Institutional Treat- 

ment”. “There is need for hostels or 
homes for young employable defectives”. 
What do you mean by that? The prob- 

lem occurs, and is one of great difficulty, 
where the defectives have been put into 
an institution for reasons of bad home care 
and so forth, and .the time comes when 
they should come out. There is nowhere 
for them to go, only to go back to 'these 
bad home conditions from which three or 
four years ago you took them away. The 
home conditions have not improved ; they 
may have got worse. Or the family may 
have disintegrated and there .is literally no- 
where to discharge -the patients to. It has 
been tried, and found extremely difficult, 
to get people willingly to volunteer to come 
forward to receive into their homes people 
from mental deficiency institutions. We 
feel the solution is small hostels where a 
dozen or fifteen can live together under 



ordinary house conditions, until they are 
sufficiently stabilised and sufficiently set on 
their feet eventually to seek ordinary 
lodgings, if that (time ever comes. They 
may always need to live- under a modicum 
of care. These hostels do exist at the 
moment attached to some institutions, but 
they are by no means universal and the 
institutions of course are not always in the 
right place to have a hostel where ex- 
patients could get employment. The 
hostels require to be largely in the boroughs 
where there is a certain amount of work 
which can be obtained, and the institutions 
are very often buried in the country where 
they have more suitable patients than there 
is local work for. 

1247. {Mrs. Braddock ): Do you suggest 
that they should be just big enough to be 

self-supporting? Yes, nothing laTger 

than a large family unit is (the ideal to be 
aimed at. 

1248. {Chairman) : Is there a distinction 
in your mind between hostels or homes in 

the recommendation under ( a )? No. 

That as how we answer the problem stated 
in the preceding sentence. I am reminded 
of a point there, that these hostels would 
not be solely for ex-institution patients. We 
often come across a case of am employable 
defective whose home conditions are bad, 
bad to the point of needing to seek other 
forms of environment for them, or where 
the family die, and again the same position 
arises. There is nothing at the moment but 
an institution for them. Some patients 
should be admittable to these hostels direct 
without going to the institution at all. 

1249. { Sir Cecil Oakes): There would be 

a two-stream entry, one from the institution, 
the other consisting of those who never 
need go to an institution? Yes. 

1250. {Mrs. Adrian): Would you suggest 
that they would be all under order, or 
only under some form of voluntary 

supervision? 1 think the institution 

patients would be on licence from the 
institution for some time, but those who 
came direct from their own home, it might 
be desirable to' place under the guardian- 
ship of the matron or officer in charge of 
the hostel, so that she could exercise 
parental control. 

1251. ( Sir Cecil Oakes): The patient on 
licence from an institution, whom the insti- 
tution felt could be discharged' but stall 
needed a certain amount of supervision, 
could stay on in such a home, you would 

not rule that out? No. I think these 

should be extremely flexible places. 

1252. {Dr. Thomas): Could this be met 
by a development of the hostels that are 
now, in many cases, provided by institutions 
but quite away from the institution, iitself? 
It could, if there were enough of them. 
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P53 The only .proviso would be that 
you~ would feel that admission should be 
direct to those hostels, and not by 
certification? Yes. 

1254. Then, to follow that uj? — although 
these people do noit require institutional 

. care, they may require a certain amount of 
special guidance, and might dt not perhaps 
be wise for the hospitals to develop the 
hostel system rather than the local health 
authority, who may not fee able to provide 

expert guidance for them? 1 think it 

would be very valuable if the hospital side 
could develop them, one hostel to each 
institution, so that a certain amount of 
friendly guidance might be given by the 
medical and nursing staff who knew the 
patients. With mental defectives 1 it might 
perhaps have been a term of years they 
might have been 1 in the hospital and I think 
the continuity of medical care would be 
very valuable. I think it would be very 
important that the hostels should be as 
unlike an institution and as much like an 
ordinary home as possible; that should 
always be kept in view. 

1255. Most of the present ones are of 
that kind ; they do not even' have nurses. 

They should not be staffed 1 from the 

hospital with a relay of nurses taking a 
tour of duty. They should be run by; a 
house-mother, so to speak, on non-nursing 
lines. 

1256. (Mrs. Bradclock ): You do not think 
it would be better for them to be entirely 
separated from any sort of administration 

from the hospital? (Miss Grant): Some 

people think they ought to have nothing at 
all to do with the hospital, and should be 
run by the local health authority. Other 
people think they should be run by the 
hospital. There is a diversity of opinion. 
If we could only have the hostels we would 
be quite happy ito let them fight it out. 

1257. I wonder whether it would be 

feasible that they should; not have any 
contact with the hospital, in order to. give 
the mental defective who. had had 1 treat- 
ment and was found to be capable of 
employment a further degree of self- 
sufficiency, or a further degree of liberty? 
I would rather think it would be better, 
in the interests of the _ patient, that the 
hostel should fee something which was en- 
tirely separate from the hospital. With 

power to recall them if they could not 
stay? 

1258. Yes, with that power. (Mr. 

Westmoreland): It is quite arguable as to 
which is the best method and one way 
out of it is to let both sides establish them 
and see which run the best. 

(Chairman): I do not think I need ask 
any questions about the final paragraph 
about the places of safety. I think we 
are tolerably familiar with that point. 



Would any members of the Commission 
like 10 ask any questions? 

1259. (Mr. Jackson): Could we, purely 
to get it on our record, have a few words 
about _ this Society which has. presented 

evidence? (Mr. Harborow): This 

Society has only just .been constituted in its 
present form. In 1948 authorised officers 
came into being and shortly after that a 
National Association of Authorised Officers 
was formed. There had been, for the 
past thirty years, the Association of Mental 
Health Workers, and these two bodies felt 
that their interests had so much in com- 
mon that those members of the Mental 
Health Workers Association who were 
doing mental welfare work, as opposed 
to occupation centre teachers and so on, 
could well amalgamate with the "National 
Association of Authorised Officers to form 
a joint society, which is called the Society 
of Mental Welfare Officers. So although 
this Society as such is new, it is actually 
an embodiment of two older societies, one 
running for thirty years and the other one 
since the operation of the (National Health 
Service Act. 

Originally both societies were to give 
evidence to you and then it became obvious 
there was little point in that and it would 
be better to amalgamate. That is how the 
Society was formed, because it was felt 
the more we could get unity in this and 
the less we have of a society here and a 
society there the better, because the real 
aim is to do all we can for the people 
concerned. 

I would like to say in thanking you for 
inviting us before you that if our evidence 
has suggested that we are trying to make 
a position for ourselves, that is not our 
intention. Our intention is — and it runs 
all through the work of our society — that 
these people who are mentally ill need 
every consideration that we can possibly 
give them, which they obviously have not 
had up to fairly recent times. If there is 
to be a lay person concerned in helping 
them, well let us see that that lay person 
is as well qualified as possible and under- 
stands that the interests of the patients are 
of the first importance. That is our aim, 
and whatever may have been thought from 
our evidence we are not trying to create 
a secure position for ourselves. We are 
naturally concerned about our professional 
standards but our interest really is in the 
patient. 

(Chairman): Yes, I quite understand. I 
feel rather guilty at having crowded your 
evidence on that into two hours this after- 
noon. You may feel that you wanted 
rather a longer time to develop your points-. 
If you do feel that, I have no doubt we 
shall be able > to give you another oppor- 
tunity later if you wish to expand' any 
points which you do not feel have been 



Printed image digitised by the University of Southampton Library Digitisation Unit 



218 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



sufficiently covered, and if so perhaps you 
would let our Secretary know. 

(Mr. Harborow ): Thank you, very much 
indeed. You do appreciate that to appear 
before a iRoyal Commission is quite a new 
experience to us and we did not know 
exactly what would fee required of us. i 
(The witm 



think possibly at a later date we might 
like the opportunity of perhaps expounding 
these ideas further, and perhaps even in 
that time to some extent altering our own 
views. One is 'bound to be elastic in this 
matter, which is fairly new. 

(Chairman): Yes, thank you, very much. 
?s withdrew ) 
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TAKEN BEFORE THE 

Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency 



SIXTH DAY 

{Tuesday, 13th July, 1954) 



Present 



Mrs. H. A. Adrian, 

Mrs. E. M. Braddock, J.P., M.P. 

Sir Russell Brain, Bt., D.M., P.R.C.P. 



Mr. R. M. Jackson, LL.D., J.P. 

Dr. T. P. Rees, O.B.E., M.D., D.P.M. 
Dr. D. H. H. Thomas, B.Sc., D.P.M. 
Dr. J. Greenwood Wilson, M.D., 
F.R.C.P., D.P.H. 



The Rt. Hon. the Lord Percy of Newcastle, P.C. ( Chairman ) 
J.P. 



Mr. H. B. H. Hylton-Foster, Q.C., M.P. 

Miss H. M. Hedley ( Secretary ) 



Sir William Nottidge, J.P., D.L. ( Chairman of the Kent County Council), and Lt. Col. 
W. O. H. Joynson, J.P., Visitors for the County of Kent, 
called and examined 



Memorandum submitted by the Clerk to the Visitors for Kent on behalf of 
Sir William Nottidge 

I am enclosing herewith a Memorandum which Sir William Nottidge has 
authorised me to sign on his behalf as the Clerk to the Visitors. I might add that 
this has .been seen 'by a majority of the Visitors for Kent. 



1. This Memorandum has been written with the two objects, namely, to set out 
some of the problems with which the Visitors are faced when carrying out their 
duties and to put forward suggestions as to bow these problems can partially be 
solved. 

2. Apart from the idiot and imbecile, mental defectives may generally be said 
to fall into two groups, namely, the high-grade patient and the low-grade patient, 
and it is with the former of these two groups that this Memorandum will mainly 
deal. 

3. It is important to realise at the outset that the Visitors, whether layman or 
medical, approach the problem from an entirely different point of view to that 
of the Medical Authorities and 'Management Committees of the Institution. That 
there is this distinct difference in view point is natural. In considering each case 
the Visitors direct their minds to enquiry why the patient is in the Institute and 
whether there is any dhance of him making good outside. The Institutional 
Authorities appear to accept the fact that the Institution is the only place for the 
patient and (hat nobody who is in an Institution can easily, if ever, qualify to 
get out. It is only by considering both viewpoints that the solution can be found. 

4. This Memorandum is divided into two parts : Part 1 dealing with the Problems, 
and Part 2 with possible Solutions. 

30233 A 2 
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PART 1 

13 5 In many cases it is found that a patient has been in an Institution of one kind 
from a verv earlv age The reason is often that he or she was an 
or another from a Y Y « for carg and attent i on owing to the parents’ 

negltKt °'Whichever is the reason, such patient of necessity had little (if any) early 
? nf?; home surroundings were such that he was deprived of normal 
upbringing^ such "as cSanhnessf m^rs, etc., and his scholastic education was 
largely, if not entirely, neglected. 

6 Because of this lack of training the patient is certified as a mental defective 
and sent to an Institution. For the same reasons he may he sent to an Institution 
afa mental defective later in life following some petty misdemeanour for which 
he has been brought before a Court. 

7 From the time of admission to the Institute the patient is thrown into the 
midst of Miots, Imbeciles, and all other types of mental defectives old and young, 
fnd it is in such surroundings that he is theoretically to be trained for the outer 
world. He is taught some trade or occupation but the scholastic side is ignored. 

S In due course he reaches 21 years of age and the Visitors have power to 
discharge him— still at his age, he cannot read, write, tell the time count his 
money or do any of the things essential to enable him to earn his living as a 
normal citizen. Unless, therefore, he has a good home to which to go his discharge 
must be refused and he starts a “ life sentence ” with no hope of getting out 
in the world. The Institutional Authorities will say that such a person will be 
given licence to go to some approved employer and that then, if he does well for 
a number of years, he will eventually get his discharge. There are not however 
many people willing to take such a person into their home. 

9. The only alternative is a daily licence from the Institution, returning each 
night. There are many of such patients earning £8 and £9 per week, mixing with 
normal citizens and doing good work — but doing so with the stigma on them and 
with no future beyond the Institution. 



fl>) 

10. At any time other than at the age of 21 years the Visitors have no power 
of discharge. Under the Acts they are required to visit each patient at the statutory 
periods and to make a special report on the case. This report is worded so 
that they can, if they so find, state that^ “in their opinion the patient is no 
longer a' proper person to be detained in his own interests in an Institution ”. If 
they do in fact so report the Board of Control go into the case and in most cases 
the” Visitors are later informed that having considered the medical report and 
that of the Superintendent of the Institution, confirmed by the Management 
Committee, the Board has decided to continue the Order in respect of the patient 
for a further period. 

11. The tests applied to the patient appear often to be unfair, and are such that 
many so called normal persons would fail to give a good account of themselves. 

12. To give instance of such a report (which can be provided) one patient was 
asked to give the meaning of the words “ tone ” and “ priceless " ; to subtract 
seven serially from one hundred ; to reproduce an eight-sided figure. 

13. Another was asked to give the meaning of the words “shrewd” and “per- 
ceive ” ; to give the relation between the cardinal points of the compass. 

14. Any normal person is at his worst when undergoing a viva voce examination 
let alone a person who has had little or no education, and it is submitted 
that such questions as those quoted, if put to a normal person, might well cause 
him difficulty to answer adequately. It is indeed doubtful whether many people 
will have heard of “cardinal points”. The words chosen for definition, such as 
“tone” and “shrewd” are far from easy, and the word “perceive" is a word 
rarely used and probably never by the class with which we are dealing. 
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15. The Visitors are told that they only see the patient for a short time and are 
not really in a position to form a true picture of the degree of deficiency, whereas 
the Authorities have the patient under continual observation. 

16. It is submitted that the Management Committee has no better opportunity 
of judging the patient’s condition than the Visitors, and yet they appear to have 
the deciding vote. In this respect the Visitors are sometimes told that a patient 
has on one or more occasions absconded and that therefore he is not fit for 
licence or discharge. It is submitted that the reverse might be more accurate an 
assessment, as any normal person would take any steps he could to get free. 

PART 2 

17. Part 1 has set out briefly certain problems with which the Visitors are faced. 
That there are many other problems is abundantly clear, but if a solution could 
be found to those problems then some advance will be made. With a view to 
solving those problems the following suggestions are made after very careful 
thought and as a result of considerable experience. 

(a) 

18. The pressing need is for the provision of hostels at which those fitted but 
handicapped with no home, can live in good surroundings and from which they 
can go out to work at whatever job is available. The three essentials of these 
hostels are : — 

(1) They should be small and numerous so as to cover as wide a field as 
possible. 

(2) They should not be run as an Institution, and 

( 3 ) So far as possible the persons sent there should be free from the stigma 

of being a person certified under the Mental Deficiency Acts. 

(b) 

19. Those who are certified because they are backward in education are in urgent 
need of special treatment to fit them for the outside world. This treatment it is 
submitted is not provided at the moment. There does not appear to be any 
provision in the institutional life for “ Education ” in the scholastic sense. The 
special schools provided are occupational centres and do not as a rule pretend 
to teach reading, writing and general knowledge required to fit a person to stand 
on his or her own feet. Indeed they are more for occupying and amusing a patient 
who is incapable of any form of productive work. 

20. Frequently in considering whether a patient is fit for discharge, the Visitors 
have to refrain from exercising their powers because the patient can neither read 
nor write and therefore is unable to look after himself or attend to his own affairs. 

21. Clearly an illiterate person can be brought within the definition of a feeble- 
minded person as laid clown in the Acts, and yet with even a small amount of 
education that person can be perfectly capable of earning his own living and being 
a useful member o-f society. 

22. There appear to be no teachers other than those for the occupational centres, 
and it is understood that the chief reason for this is that the Treasury will not 
offer enough ipay to attract teachers. This is a deplorable state of affairs, and 
surely a very short-sighted policy. 

23. If more attention was paid to the education of these unfortunate persons, 
there would be less of them to be kept in Institutions at great cost to the country, 
and the country would benefit by having persons doing useful work instead of 
being kept confined, With a doubtful chance of freedom, to a life sentence in 
Institutions. 

(c) 

24. Under the Acts the Visitors have an absolute power of discharge when a 
patient attains the age of 21 years, and at no other time. At any other period 
they can only recommend discharge to the Board of Control, with whom the 
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final decision rests. This power of discharge, however, must be exercised within 
three months of the patient reaching the age of 21. It is suggested that this 
power of discharge should 'be extended to ibe effective at any time within five years 
of certification, or within two years of the patient reaching the prescribed age, 
whichever is the longer. The reasons for this suggested extension of the period 
are: — 

(i) Several weeks of the period have often passed before the patient can be 

seen and unless the home circumstances are satisfactory there is no time 
in which to try to make other suitable arrangements. 

(ii) If the patient is receiving beneficial training and is making good progress 
then with further training he will be fit for discharge. The Visitors’ power 
of discharge however will have lapsed. In such case the Visitors are 
faced with either making an Order which is dearly too premature or making 
no Order. 

fiii) The patient may have been rightly certified shortly before attaining the 
age of 21 years, and in such case it would clearly be Unwise to discharge 
the patient, however high a grade, until he has received some period of 
the treatment available. Yet the Visitors know that by taking this course 
they are foregoing their powers of discharge for ever. 

25. For the above reasons an extension of the power of discharge as suggested 
would give the Visitors more scope and enable them to exercise their powers with 
greater freedom and to the great benefit of those concerned. 

26. It would seem that if the Visitors are to have a power of discharge at all it 
should not be limited as at present under the Acts. 

27. It must be remembered that the Visitors give very considerable time to this 
work and they quite naturally feel that such limited power of discharge tends to 
make them more into routine Inspectors than Visitors with a duty to perform. 

28. It should be noted that in all institutional visits one of the Visitors has 
to be a qualified medical practitioner, specially appointed as a Visitor. The 
decision as to discharge or otherwise is not, therefore, only that of laymen. 



SUMMARY 

29. To summarise the Memorandum it is suggested very strongly — 

(1) That the Visitors should be given wider powers of discharge; 

(2) That the high-grade patient should be set apart and educated from the 

start for outside life ; 

That the aim of all concerned should be a short period of detention with 
a view to an early discharge ; 

(4) That “ tests ” should be regulated to coincide with the standard of education 

reached by the patient and not set to the theoretical standard which should 
have been reached by him under normal circumstances and upbringing ; 

(5) That homes should be provided for those capable of earning a living but 

who are devoid of parents or relatives able and willing to look after 
them ; 

(6) That Courts should not be able to send infant offenders so easily to Mental 
Institutions ; 

(7) That normal scholastic education and training should be rigidly enforced in 

all institutions and a determined effort made to improve the mind of 
the patient. 
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Examination 

1260. (< Chairman ): I am afraid we may 
have chosen rather an inconvenient day 

for you? (Sir William Nottidge ): Not 

a bit, Sir. 

1261. Sir William, are you still chairman 

of the Education Committee? tNo, Sir, I 

am chairman of the County Council. 

1262. You were chairman of the Educa- 
tion Committee for a long time? Yes, 

seventeen years. 

1263. You followed Sir Mark Collett? 

Yes, 1 think he educated me. 

1264. Perhaps I might say at the outset 
that you do not need to convince us that 
the more mental defectives can be dealt 
with outside institutions the better. I do 
not really .think that that is the question 
at issue ; the question at issue is how and 
by what -means. I was interested in para- 
graph 5, the ‘first paragraph of Part 1 
of your memorandum, where you say that 
a large number of defectives are children 
who have been brought up an institutions. 
You imply that they are institutions which 
have their own schools, apart from the 
general public service of education, because 
at the end you say that the child’s “ scholas- 
tic education was largely, if not entirely, 
neglected.” Why should it be neglected? 

It can only be neglected if the institution 

has an inefficient school of its own? 

If I may say so, I think that is the impres- 
sion we get. We rather incline to the view 
that such teaching or education as they get 
in the institutions we visit is rather in the 
nature of handwork. 

1265. 1 do not mean the mental deficiency 
institution ; this is the orphanage or insti- 
tution in which the child is brought up 
before it becomes mentally defective — in 

your paragraph 5. That is not what we 

meant, Sir, perhaps we have been obscure. 

1266. In paragraph 6 you say that because 
of this lack of training the patient is certi- 
fied as a mental defective, so the lack of 
training was presumably prior to his being 

certified as mentally defective? That is 

the ordinary school' education. I think if 
it were possible for these young mental 
defectives to have the ordinary schooling 
we should have nothing to say. They get 
taken away from that and, as far as we can 
see, they get nothing. 

1267. That is what interests me. In your 
experience — you have been chairman of an 
education committee of a very progressive 
county — do you find a tendency for the 
backward child to 'be neglected in school 
and eventually sent to the special school 
and then perhaps reported as being in- 
educable?——! should hesitate to say that 
always happens, but I do think there is a 
tendency. I will go further, I believe the 
same thing happens to some extent in public 
schools. I do not know whether that is 



of Witnesses 

right or not. I think all these institutions 
concentrate on the pupil that is going -to 
do them credit, and the child who is not 
so fortunate is liable to get pushed back- 
wards or rather kept from going forward. 

1268. You pass in paragraph 6 to a 
different point, which is also emphasized in 
your summary at the end. You say in the 
summary: — 

“Courts should not be able to send 

infant offenders so easily to Mentai 

Institutions ”. 

Could you expand that? Sometimes we 

say to medical officers in the institutions, 
“Why is this child here?”, and they say 
“ The Court has sent him here ”. It is fre- 
quently very difficult to find out why ; and 
when we do find out why it seems to us 
that they are really sent there in order that 
care shall be taken of them. They have not 
any mentally deficient quality at all. 

1269. Do you think it would be better 

that Courts should always, if they see cause 
to regard an offender as mentally defective, 
refer- him to the local authority for care 
and further steps, rather than decide them- 
selves how he should ibe dealt with by send- 
ing him to a mental institution? 1 

personally should much prefer it. I think 
the other thing is apt to 'be a bit summary 
— I may be wrong . — (Colonel Joynson ): I 
do feel very strongly that Sir William is 
right about that. There is a tendency some- 
times when we ask why anybody has been 
sent to an institution to be told that he 
was involved in a sexual offence, or had 
been before the court for larceny or some- 
thing of that sort. This seems hardly a 
reason for putting them down as entirely 
mentally defective amongst people who are 
really insane. If he could be put in the 
care and protection of the county or some 
other body it would, in our opinion, in 
certain cases be decidedly better. I am 
talking of the comparatively young as 
opposed to those who are appreciably older 
and would know what they were doing. 

1270. We may come back to- your point 
about the sexual offence, for instance, later . 
Are you not a little sweeping in paragraph 
7 about the relatively high-grade mentai 
defective being thrown into the midst of 
idiots and imbeciles and all other types of 
mental defectives? There is a good deal ot 
classification within the institution, is there 

not? (Sir William Nottidge): Yes, I 

think that is probably so. Perhaps we have 
been a little bit strong there, but sometimes 
when you find a comparatively — perhaps the 
terms are -not right — a comparatively normal 
boy in the middle of all these others, it 
does give you a bit of a shock. We found 
a iboy the other day whom I asked why 
he was there, and he told me he could not 
•get on with his stepfather. I asked the 
Medical Superintendent ; I said. “ We do 
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not know why he is here, what is wrong 
with him?” The Medical Superintendent 
said, “ He uses bad language and he shouts 
about the corridors,” and I replied that 
those were two things that might happen 
to any public school boy. That is probably 
only the thing we just happen to strike. 
We do not do this every day of the week ; 
we only see a comparatively small number 
of cases in a year . — (■ Colonel Joyn&on ): 
(Might I say that Leybourne Grange has 
separate lodges for everybody, and as far 
as .possible they are to some extent 
segregated, but if you go into the hospital 
there is a noise rather like the monkey 
house. There are certain people who are 
quite incapable of doing anything, really 
quite insane. You cannot segregate them 
in there entirely, and, of course, any com- 
paratively intelligent child knows he as in 
an institution among people who are quite 
insane. You have not got institutions that 
are definitely for the high-grade and 
definitely for the low. 

1271. Daren th Park was fairly specialised 
as a London County Council institution, 

was it not? 1 suppose so, but it always 

strikes us as being so large that they get 
mixed up together. We come in from the 
outside once a quarter to visit. We walk 
through miles of corridors where there are 
all kinds of patients at various stages of 
development and under-development, and 
we come across these comparatively good 
cases and they seem to be pushed right 
against the others. It is the size of the 
thing . — (Sir William Nottidge ): I think it 
is the building, if I may say so, Sir. I do 
not think the building is suitable for things 
of a modern kind. There is no privacy 
and no shutting off. It is a great big 
institution. 

1272. You have some caustic remarks to 
make in paragraphs 11, 12 and 13' about 
intelligence testing. I wa9 wondering at 
what stage tests of this kind are given in 
your experience. Are these tests given in 

the institution or in special schools? 

They are given in the institution-. When 
we ask for information on our visits they 
say they have asked him this, that and the 
other. Some of the questions seem to be 
questions we should be hard put to to 
answer ourselves. 

1273. In your visits do you ask the 

Superintendent for the boy’s intelligence 
quotient? Yes, in certain cases. 

1274. These paragraphs raise the whole 
question of how much the Visitors can be 
expected to judge. How often does a normal 

Visitor see an institution? Once a 

quarter. I am- speaking perhaps rather for 
myself. I go to Darenth on every possible 
opportunity, which is four times a year. It 
interests me intensely and practically the 
same other individual magistrates go with 
me every time. 



1-275. You do not, I suppose, get a know- 
ledge of individual patients' in there during 

your quarterly visits? There are a few 

patients whom we recognise, whom we have 
seen once, twice, or perhaps three times 
before, but beyond that, no, Sir. 

1276. How is a Visitor to judge if a boy 
— whether he is literate or not — appears 
normally reasonably intelligent or reason- 
ably alert, but the Superintendent reports 

him as emotionally -unstable? 1 do not 

think he can, 1 think you are quite right. 
If the Medical Superintendent, after pro- 
longed investigation and observation reports 
differently, obviously the Medical Superin- 
tendent’s report must have force and the 
other thing goes to the wall. 

1277. You obviously think the Board of 
Control adopts a very official attitude and 
only believes its awn officials, but I do 
not see how the Board of Control can go 
past the official in that sort of case, where 
it is a question, not of verifiable intelligence, 
but of verified instability over a long 

period? Yes, Sir, I think that is quite 

right. We do not set up to kno-w and 
cannot possibly judge better than people 
-who have everyday observation of these 
cases ; we can only speak of the cases as 
■we see them when we interview them. 

1278. How often do you find yourselves 

telling the Superintendent “I know this 
boy’s home surroundings, and I believe he 
could in those surroundings go back success- 
fully into normal life”? 1 cannot really 

answer that because my visits are mostly 
to Darenth, and the children there mostly 
come from London . — (Colonel Joynson): I 
would say once in each visit, possibly. I 
would like to say, Sir, of course when we 
see somebody in front of us who appears 
to be perfectly reasonable, or at any rate 
no worse than many that one knows outside, 
we do consult the medical officer, obviously, 
or the Superintendent,, and ask him why 
the patient is there. On certain occasion’s 
he says “This boy (or this girl) has been 
let out on licence and his behaviour was 
such” — and he tells _ us what it was — “that 
he came back again There are other 
cases where they admit that the patient 
himself or herself is not really very bad 
and could go out if a good home could be 
provided. Possibly the parents are dead, 
there is no one to look after them, and they 
will merely be taken advantage of if they 
go out, and yet they are not normally 
people who should be kept in, they go _ out 
on licence. In those cases, where possible, 
they send them to hospitals as scrubbers or 
something of that sort where they can be 
under supervision, and we are delighted that 
they should ; it meets our wish and their’s 
as well. There are cases where there are 
no homes and those are cases we should 
like considered. Generally I do not think 
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you would find we are at variance with 
the Superintendent. 

,1279. -In so far as visitation fills a useful 
purpose, do you think that the visitation 
should -be done in some way by persons 
acquainted with the local. surroundings? 
As you say, of course, it is very difficult 
where the local surroundings are those of 
the Metropolis and not of a county. It 
originates from the time when justices were 
supposed to be a pretty good judge of the 
local environment from -which the child 
came and indeed even, in 1913 it was prob- 
ably often true. Yes. -Of course, there 

is always a report .before us on the home 
conditions, that is available in every case 
and is put before us 'before the patient 
comes in, so that -we do know what the 
home conditions are. But I would have 
said that in the ordinary way it really turns 
on this: one says to the Superintendent 
“This person seems reasonably sane, why 
is he here?”, or can we honestly say that 
he should remajn here, or alternatively that 
he should go. We cannot discharge him 
but we can recommend that his case should 
be considered for discharge, and generally 
the Superintendent: either has an answer 
and says “Well, he loses his temper” or 
whatever it may be or alternatively, “ he 
has no home to go to ”, or something of 
that sort. Very -often we can get the 
information we want about home condi- 
tions. We probably cannot be personally 
acquainted with the home conditions, but 
we can generally get information from 
someone who knows the area. 

1280. Passing to Part 2 of your memo- 
randum, paragraph 1-8 is the first of your 
definite proposals. Are you thinking of 
hostels -mainly as an alternative to institu- 
tions, or as after-care after institutional 

care? { Sir William Nottidge ) : I think 

definitely as an alternative. Sir. 

1281. That means within the scope of 
statutory supervision? Are these hostels 

going to have powers of detention? 1 

do not know whether we have considered 
that, but I think they ought to have. They 
ought to have some means of hanging on 
to the patient. 

1282. Although a smaller institution can 

be more like a home, or at any rate less 
institutional', there is always the danger that 
if they are going to have powers of deten- 
tion and the police are going to apprehend 
absconding inmates, it may come to a lot 
of, so to speak, sub-standard small homes 
instead of the carefully regulated institu- 
tion, which at any rate is under the -magis- 
trates’ eye. il do not think we should 

mind that as long as they were removed 
from the general lunatic asylum atmosphere 
and surroundings. I think that is what we 
are getting at, really. I do not think the 
size of the hostel would matter to us. but 



we would like to get them out of the 
institutional atmosphere. 

1283-. As you know, it is very difficult to 
run a small “ homey ” home and to find 

first-class people to- run it. 1 can realise 

the difficulties and the financial cost, but 
of course these recommendations are only 
what w.e would like. They may not neces- 
sarily be possible. — ( Colonel Joynson ): It 
would be correct to say, I think, Sir, that a 
certain number exist in the north of the 
country. 

1284. Have the Ke-nt County Council 
ever experimented with this under Section 
28. of the National Health Service Act? — 
(Sir William Nottidge ): No, Sir, we have 
not, yet. 

1285. I suppose you have considered .the 
snag that the world -being what it is, local 
authorities are -not likely to go out of .their 
way to spend money out of rates- when the 
institutions are run entirely out of taxes? 
'I fully appreciate -that. 

1286. Have you any views on what should 

be the administrative set up in mental defi- 
ciency, whether local authorities should 
take mo-re responsibility for homes or 
hostels and other forms of statutory super- 
vision? Speaki-ng entirely for myself I 

should like to see the local authorities take 
a much larger part. It would 1 in many 
ways be very unpopular, I realise that, but 
it would be good for the patients. 

1287. Did the Kent County Council have 

a mental institution? We used to look 

after Banning and Chartham before they 
were taken -from us. 

1288. (Dr. Rees) : What about Leyboume 
Grange? It was the on-ly place you had for 

mental defectives? Yes. Under the old 

rdgime, we had, I think through two com- 
mittees, responsibility also for the mental 
hospitals at Banning and Chartham, which 
had abo-ut 1,200 patients each. 

1289. (Chairman): Have .they been given 

up? They have been taken over by the 

Ministry. 

1290. You are very impressed by the very 
little scholastic education that is given in 
an institution. Is that really so? At 'Ley- 
bourne, for instance, there is a school is 

there not? ■( Colonel Joynson ): As Sir 

William has said, it is almost entirely 
occupational. 

1291. It is a little bit discouraging for 
an institution to have to deal scholastically 
with a child who- -has been reported' by the 
local education authority to be ineducable? 

Might I say in answer to that, I think 

you will find the difficulty is that -there are 
very large classes -in the ordinary school 
and -the teacher cannot afford to break the 
class up in such a way as to bring on the 
good scholars and equally to deal really 
efficiently w-ith those who are subnormally 
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backward. I am not talking about those just 
below average, but those who really are 
difficult to educate. They are not inedu- 
cable. but they do require a good- deal of 
special treatment. They could) get it at a 
place like Leybo-ume Grange if we could 
get the right type of teacher, but I under- 
stand the money available for those pur- 
poses is not such as will attract teachers. 

1292. Do you understand from Medical 
Superintendents that they are not allowed 

to spend money on teachers? No, I think 

the difficulty is -to get people who are pre- 
pared to do that sort of work. We feel 
that there is very great difficulty in getting 
people who will undertake the education of 
these children through the ordinary channels 
of reading, writing, arithmetic and so on. 
They find it uninteresting. They prefer to 
go into other jobs, and possibly the only 
way is to- offer a higher salary in the same 
way as you might have to offer a higher 
salary to nurse these people. I think pos- 
sibly the scale of pay is too low. 

1293. I am very interested 1 to find out 
what is t-he looal procedure in the case of 
reporting children to the local health 
authority as ineducable. Do- reports in 
your experience come before the local 

Education Committee? (Sir William 

Nottidge ): No, I do not think they do. I 
think it goes to the parent. _ Presumably 
the local education authority must be 
informed, otherwise they would be seeking 
to get the child into- school. There must 
be some information on the subject which 
reaches -the local authority. I think that is 
purely administrative. 

1294. It must obviously reach the School 

Medical Officer and probably your Medical 
Officer of Health? Yes. 

1295. I wonder whether it ever gets 

reported to the Education Committee? 

I must sav I cannot recall a case getting as 
far as the Education Officer. 

1296: ’•(Mrs. Adrian ): As far as my own 
experience goes it would come in the first 
instance before -the welfare sub-committee 
of .the Education Committee, and would 
then go as a recommendation to- the full 
Education Committee. It would be in the 
Education Committee minutes, and there 
would be a formal notification from the 
Education Committee to the Health Com- 
mittee. I entirely agree there, but I do 

not think it would come in the ordinary 
way to the ordinary member sitting in 
committee. 

1297. {Dr. Thomas ): The Education 

Committee surely must minute the -record 
of the child’s name to pass it on to the 
local health authority? 1 agree there. 

1298. { Chairman ) : In fact does it neces- 
sarily do so, or in areas where the chief 
School Medical Officer is also the Medical 
Officer of Health may it simply be reported 



to the health authority? 1 honestly can- 

not tell you because I -am not au fait with 
that bit of machinery. It seems -to me 
there must be a link between the health side 
and the education side somewhere. 

1299. I am a little startled by your 
paragraph 21 : “ Clearly an Illiterate person 
can be brought within the definition of a 
feeble-minded person as laid down in the 
(Acts. ...” -I am not a person learned in 
the law, but I should have thought it was 
difficult to bring this within any definition 
in the Act, and certainly in my day the old 
(Board of .Education used to insist frequently 
that illiteracy was no necessary indication 

of mental deficiency. {Colonel Joynson ): 

Well, Sir, 'I have had before me quite a 
number of cases where, on looking in-to 
the report to which il referred just now, 
before making any recommendation whether 
the case should remain in the institution 
or not, 1 found that they were sent down 
on the recommendation of the education 
authorities. What exactly that means, except 
presumably that they canno't educate -them, 
I do not know. I would emphasize that 
there are quite a number of cases' that come 
up in which we -understand that there- is 
nothing against the child except the report 
of the education authority, which pre- 
sumably was then further investigated by 
some competent doctor who may have said 
that the child was mentally deficient. 

1.300. Are you now speaking of the 
magistrates as Visitors, or the magistrates 
as a judicial authority making an order? 

1 am talking of the magistrates as 

Visitors signing that paper. that they have 
to sign in every case, saying whether the 
person is a suitable person to be -retained 
in the institution or not. 

1301. At the age of 21? 'Not only 

then, but also at the ordinary quarterly 
visit. 

1302. Have you any experience of _ the 

procedure of -magistrates as a judicial 
authority under Section > 6 of the Mental 
Deficiency Act on petitions for an. order 
declaring a pers-o-n mentally defective 
■for the purpose of putting them, in an 
institution? -Witlh -regard 1 to this ques- 

tion of educability or not, Sir, I 
personally have not. I am not sure how 
that is done.’ All I know is that the case 
paper states “was sent to iDarenth on the 
recommendation of the education authority 
on such-and-such a date”. 

1303. As regards your paragraph 22, it 
is not quite true that there are no teachers 
other than those at occupation, centres, there 

are some? Yes, I think the _ answer 

probably is that there are nothing like 
eno-ugh. What ,we really feel is that it is 
rather a burden on the public to have these 
borderline cases in -institutions when we 
know that where there are parents who- can 
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cope with this sort of thing, there are 
probably children outside who are certainly 
no worse and no better. ‘I think there are 
a certain number of cases that come in that 
ought to be able to 'be dealt with outside 
— not perhaps a very large percentage, but 
a percentage. I myself know of a girl work- 
ing as a parlour-maid who came from 
Darenth and who is perfectly capable of 
looking after herself. 

1304. Is she capable of the three “Us”? 

-I would not say she is very good at 

them, but she can be made to understand. 
She can go out and shop for herself ; she 
can write a letter ; her spelling is a little 
odd at times, but she can write an 
intelligible letter. 

1305. She is not illiterate? No, but 

she is over 21. She was discharged at the 
age of 21. 

1306. iHow did she get to Darenth, as a 

matter of interest? -She was a child who 

lived with foster parents and 1 think ihe 
foster parents were disappointed when they 
found that she was a bit backward — she 
i9 .mildly backward, there is no question 
about that. I think the woman was rather 
bored and perhaps a bit rough with her, 
and the girl lost her temper, was very angry, 
threw things about and was very difficult, 
and she was sent to the institution. At the 
age of 21 when we were there the doctor 
said she would be perfectly capable of going 
out if there was anywhere for her to go. 
A domestic situation was found for her and 
she has stayed ever since. She is a per- 
fectly reasonable and pleasant girl. 

,1307. Paragraph 24 contains, I think, your 
most important suggestion. Do you. 

incidentally, know why the age of 21 'was 

fixed? {Sir William Nottidge ): I have 

no idea at all, Sir. 

1308. Your proposal would be that the 

Visitors should have the power of dis- 

charge or continuation within five years of 
the patient’s first admission to the institu- 
tion, or within two years of attaining the 
age of 21, whichever was the later, is that 
right? Yes. ‘ 

1309. May I ask you whether you really 
think that in these "days this is a function 
which should be discharged by a Justice 

of the Peace? 1 think it depends on the 

Justices of the Peace, if I may say so. If 
you get really interested Justices it is quite 
a reasonable proposition. 

1310. The iLord Chancellor appoints 
Justices, I think, really without any con- 
sideration in his mind of their capacity to 
deal with mental defectives or the insane? 

Perhaps I might say that I think we 

are rather a peculiar body, the Visiting 
Justices of Kent. We are mostly Justices 



from one Bench with three or four external 
additions — one from another Bench in West 
Kent and two or three from East Kent. 
We have rather been brought up to do this 
visiting, and it has become a very important 
part of our work. We are intensely 
interested. I know we are amateurs, but 
we do take an enormous interest, and we 
do work together. I do not know what 
other Benches do in other counties at all. 

1311. In Kent have the Visitors any neces- 
sary connection at all with the judicial 

authority? 'None, so far as I know. In 

what way do you mean? 

1312. The Quarter Sessions have to 

appoint certain magistrates — and can, of 
course, appoint all magistrates — as the judi- 
cial authority under the Mental Deficiency 
Act and Lunacy Act. and it also appoints 
the Visitors? Yes. 

1313. I can understand that a justice 
specialising in making orders for institu- 
tional care for mental defectives has a case 
for having follow-up powers and looking 
at those persons from time to time in hospi- 
tal, but if the justices who actually send 
the child to the institution have nothing to 
do with the Visitors who are going to visit 
him afterwards, it seems to me a curious 

arrangement. Tf I may take Darenth. the 

patients there have come from outside the 
county. We have nothing to do with them, 
but we take an intense interest in them and 
we go and see them. It may be an odd 
arrangement but there it is. 

1314. I was thinking of another body of 
magistrates who have submitted evidence 
to us and who have expressed the opinion 
that it is important that magistrates should 
have a power of visiting institutions to 
which individual persons are sent “ on our 

order”. That never happens with us as 

far as I know. I have never seen at 
Darenth any patient whom we have sent 
there. That may seem verv odd to you. 
but it does not affect the interest we take 
in them. 

1315. No, but it may to some extent 
affect the judgment which you can bring 

to bear? 1 quite grant that. It might 

well make a lot of difference if we had 
sent them there and knew the circumstances 
under which they went. 

1316. But in the case of Leybourne where 
the patients do come from Kent, the 
Visitors there are not likely to be members 
of the judicial authorities who send the 
children ? — — { Colonel Joynson): They are 
almost invariably different people. 

1317. We can only note that. T am a 
little bit surprised at the penultimate para- 
graph of your memorandum, paragraph 28. 
That is the custom in Kent, that in all 
institutional visits one of the Visitors has 
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to be a medical practitioner? (Sir 

William Nottidge ): That is so always with 

US'. 

13)18. There is no necessity under the law. 
A medical man must be a member of the 
Visitors, but he need not go on any particu- 
lar visit. >He always does come with us. 

I do not know why. 

1319. In your summary you say, “High- 
grade patients should be set apart and edu- 
cated from the start for outside life ”. You 
do not necessarily mean by that that the 
high-grade patient should be in a special- 
ised institution of his own if he has to be 

sent to an institution? (Colonel 

Joynson ): We should prefer it. — ( Sir 

William Nottidge ): We should .prefer it, 
but I do not think we should want to insist 
on it. — 0 Colonel Joynson ): It surely is the 
ultimate object, is it not, to get him away 
from the person who is quite incapable? 
— (Sir William Nottidge) : I think the answer 
to that must depend on the local conditions, 
which must vary enormously — even those 
we know in Kent. 

1320. You also say, “Tests should be 
regulated to coincide with the standard of 
education reached ; by the patient and not 

set to a theoretical standard ”. ( Colonel 

Joynson ): There is a book or pamphlet 
that contains a series of questions that 
might reasonably be asked, il have seen it 
in the medical officers’ library, and it does 
contain some startling things which I think 
would defeat most of us. 

1321. I think I will leave that point to 
my medical colleagues. Is not what you 
say in (7) about normal scholastic educa- 
tion rather sweeping? You say “ normal 
scholastic education”, you really mean the 

three Rs? (Sir William Nottidge): Yes, 

it is too sweeping. We mean simple educa- 
tion ; something better than merely occupa- 
tional training, so that one can go outside 
and do shopping or write letters to a 
friend. 

1322. There again, I think I will leave 
it to my medical colleagues. You may have 
quite a high grade mental defective for 
whom the three Rs is not necessarily the 
best way of approaching his brain, such as 

it is? 1 see that. I think we were not 

thinking of that so- much as the person 
who is really only feeible-minded, backward 
rather than feeble-minded, and can with 
care be made to understand' the simple 
things in education. 

1323. Who ought really never to be 

reported as ineducable by the local educa- 
tion authority? 1 hesitate to say that. 

1324. (Dr. Thomas ): There are one or 
two questions I would like to ask on your 
evidence. In paragraph 2 there appears 
to be some confusion, ,1 think, in the way 
in which you use the term “high-grade” 



and “low-grade” patient. When you use 
those terms, high-grade and low-grade 
patients, you say “ apart from the idiot 
and imbecile”. Have you excluded, those 
two categories from the people that you 
are talking about, when you refer to high- 

grade and low-grade patients? (Colonel 

Joynson): Yes, that was our intention. 

1325. If I may say so, the general way 
in -which those two terms are used is to 
cover the whole range of mental deficiency ; 
in other words the idiots and the low level 
of imbecile are regarded as lower grade, 
and the higher grade would be the higher 
IeveL of imbecile and the feeble-minded. 1 
think if we -think of those terms together 

we .shall know where we are going. (Sir 

William Nottidge) : Exclude both those 
classes ? — { Colonel Joynson): In those 

reports we have to sign, we are asked to 
fill up whether the person is an idiot or 
imbecile, which appear to be in that report 
almost synonymous, or mentally deficient. 

1326. You mean “or feeble-minded”? 

Yes 1 , so it does rather suggest that they 

see a difference between- the feeble-minded 
and the idiot. 

13i27. The point is that “ high-grade ” 

and “ low-grade ” are not legal terms. 

(Sir William Nottidge): I think probably 
our use of the terms is wrong. That is our 
ignorance. 

I'32i8. The next point is with regard to 
your statement in paragraph 3 where you 
say, “The Institutional Authorities appear 
to accept the fact that. the Institution is the 
only place for the patient and- that nobody 
who is in an Institution can easily, if ever, 
qualify to get out.” Whom do you mean 

by “institution authorities'”? We mean, 

I think, the medical officers. We have 
noticed lately — perhaps I am talking out of 
my turn and saying something I should 
not — that when you have got embarrass- 
ments in getting nursing staff, the medical 
staff seem more anxious to help us to get 
a patient out. We do not clash with them, 
our -relations with the medical staff are more 
than excellent, but we have thought in years 
gone by that they were less anxious to say, 
“ Well, you could possibly send this young 
man or this girl out”, and we have thought 
that now, when they have difficulties of 
staffing, they are perhaps more willing to 
send a patient out. I think that is a fair 
thing to say. 

1329. You mean, at the time the local 
authorities looked after the hospitals -that 

danger would be rather more? T think 

it might, but I should hate it to be thought 
we are not on the best of terms- with the 
medical authorities. We reckon they are 
our colleagues' and we work hand in glove, 
but I think the approach sometimes is 
slightly different. 
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1300. The evidence really is that the 
number going out of the hospitals on licence 
.nowadays is quite high. There arc over 
5 000 out on, licence now from the hospitals 
in. this country? Yes. 

1331. There has been a good deal of con- 
fusion about this matter of ineducability 
and the level at which the patient ^is 
regarded as mentally defective. There ,is’ a 
category of educationally sub-normal child, 
who is the responsibility of the local educa- 
tion authority. Your evidence, up to now, 
tends to indicate that your own local educa- 
tion authority is not carrying its burden in 

that way. ;Is that a fact, or not? 1 think 

very likely it is a fact, yes. J know that 
for many years now — possibly for the last 
25 years — there has -been a tug-of-war 
between education and health, and I think 
that is possibly reflected in our behaviour 
as a county authority. 

1332. I aun not really chasing that point, 

I merely wanted to elucidate the point for 
general information. Arising from that point 
there is another one. When your local 
education authority decides that a child 
who is educationally sub-normal can no 
longer benefit from the special provision 
the education authority makes, and decides 
that it is ineducable we have established 
(that it would 'be officially recorded by 
minute. Before the child then becomes 
certified as mentally defective there is a 
further procedure the child has to be sub- 
mitted to, that is a medical examination 
which requires evidence that the child is 
socially incapable of managing its affairs, 
according to the definition, and also, before 
certification, there must be evidence that it 
is subject to be dealt with under the Mental 
Deficiency Act. . These are safety measures 
to prevent the admission of patients as 
certified defectives without adequate 
grounds? Yes. 

1333. The Chairman has mentioned your 
paragraph 7. I do want to reiterate the 
point that in most of the modern hospitals 
there is very rigid segregation of the patients 
in categories, so that they are protected 
from associating with patients who are not 
their own. level. In relation to that, Colonel 
Joynson mentioned the term “ insane ”, I 
think, at three points in his evidence. Tt 
is not the custom, surely, in your area to 
admit insane patients into mental deficiency 

hospitals? ( Colonel Joynson ) : I expect .1 

have used the wrong word . — (Sir William 
Nottidge ): You must remember, Sir, we are 
both amateurs . — ( Colonel Joynson ) : If you 
understood some definite term, by “ insane ”, 
I think I can say quite honestly I probably 
used it, as Sir William said; as an amateur 
phrase. 

1334. Again, on the matter of the educa- 
tion of the child in the institution, I think 
I ought to say first of all that there is 



provision not only that the teacher is paid 
on a (Burnham scale, but there is a special 
pointing of the scale. (Roughly speaking, 
it corresponds to almost a 50 per cent, 
increase over the normal teaching scale. 
With regard to the training of the child 
in the hospital, you do appreciate that the 
whole aim for the patient of higher grade 

in the hospital is to rehabilitate him? 

Ti am quite prepared to accept that that 
is the wish of everybody. All 1 am saying 
is that we do not think that at the moment 
it seems to be functioning very satisfactorily. 

I have no doubt all of us would be glad to 
see as many of them rehabilitated as 
possible. 

1335. (Mr. Jackson ): You referred to a 
boy as being sent to an institution because 
he had committed a sexual offence or 

larceny. That is not correct, is it? 

Absolutely. 

1.3016. Can the justices do that without 

medical evidence? 1 should think 

probably not, but that is the reason why 
he was before the court, and as the result 
of that he. has been examined and sent to 
an institution. I am not saying there is 
not medical evidence as well, I do not know. 

1337. It is perfectly clear that the justices 
have to have medical evidence before they 

can make such an order? 1 have never 

had to make such an order, so -I do not 
know. All «I know is that that is how the 
report is worded. 

133-8. It is a statutory requirement that 
the justices must have medical evidence 

before them? If 'I conveyed to you that 

the justices -merely said, “ This boy is guilty 
and therefore must be labelled a mental 
defective ”, I am sorry. 

1339. T just wanted to -get clear that there 

must be medical evidence before that step 
can be taken? Yes. 

1340. There is a very much wider ques- 
tion that I want ,to ask. If the lay element 
of Visitors is to be retained, what other 
possibilities are there? At present this duty 
is given to Quarter Sessions. Suppose you 
want to get a body of responsible laymen 
to perform any function of this kind in 
your county, you have Quarter Sessions, 
you have the County Court. What other 
possibilities could you think off? — * — I 
should hardly have thought that it mattered 
very much, as long as. you had responsible 
people. Your justices, your members of 
larger Councils and people of that sort 
are presumably thoroughly responsible 
people or they would not be 
there. You can only go on that, 
unless you make special selection by 
local advice or something of that sort. There 
again, I should have thought anybody who 
was associated with public work was an 
obvious person to ask to do this sort of 
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thing. It is rather like a jury, you can 
only use commonsense. 

1341. So that if one has lay Visitors, then 
either Quarter Sessions or County Court 
would appear to be a normal method of 
selecting responsible persons? Do you see 

any other way of doing it? No, I am not 

suggesting that there is. — (Sir William Not- 
tidge ): It is very difficult to think of any 
other way, offhand anyhow, which would 
provide the necessary public confidence, I 
think. 

1342. You have known county govern- 
ment for many years? Twenty-six years. 

yes. 

1343. (Mr. Hylton-Foster ): Might I ask 

if Sir William, who complained about the 
way in which Courts send the infant offen- 
ders too easily to mental institutions, has 
found any instances of superior courts doing 
that? None at all. 

1344. It is usually the juvenile court you 
have in mind? — —Yes. I know of no in- 
stance of a superior Court doing it. 

' 1345. Then you were agreeing, at the 
invitation of the Chairman, to the view that 
it would be muoh better if they were com- 
mitted to the care of the local authority in 
every case before deciding that such action 

should be taken? 1 always think the 

words u in every case ” are rather doubt- 
ful. There may always be an exception. I 
should prefer to say “ as a general rule.” 

1346. Is there not some difficulty to be 
faced in that connection? The court has to 
have regard, presumably, to the deterrent 
aspect in punishment, and also the preven- 
tive one, particularly in relation to sex 
offences. The Court cannot be left in a 
position, I suppose, of passing that duty on 

to the local health authority? 1 should 

agree with you there. 

1347. So one has got to devise some 

method which preserves in the Court the 
ultimate decision after more time has been 
given for ascertainment of the mentally de- 
fective state of the juvenile criminal? I 

should assent to that, certainly. 

1348. (Mrs. Adrian ): I should like to 
fallow up this matter of the infant offend- 
ers. Are you thinking of children of school 

age particularly? ( Colonel Joynson) : I 

cannot tell you definitely. I should think 
so. All that one sees in the report as a 
rule is that they were before the Court. 
They are mostly children of school age, 
yes. A child under school age is unlikely 
to have been before the Court. 

1349. Would there be no consideration 

of sending them to a school for education- 
ally sub-normal children with the co-opera- 
tion of the local education authority? 1 

imagine there would. I cannot tell you that, 
because that is a matter for the individual 



juvenile court, is it not? I am not now a 
member of the juvenile court panel, but I 
should imagine there would be. 

13'50. It surprises me that there should 
be many cases of children of school age 
in which the question of certification as 
mentally defective and sending them to an 
institution would come in, unless they had 

been excluded from school. 1 think there 

is very little doubt that is what is happen- 
ing. I think the question of whether they 
are first of all examined by a medical officer 
is a point to bear in mind. 

1351. That was another point I wanted 
to ask. Do you know what medical opinion 

is sought by the Court? 'No. That is 

not stated, -but I have not the slightest 
doubt that if the benches are anything 
like the juvenile panel of our own bench, 
■they would take the advice of a competent 
medical officer. 

13-52. Would not the children also be 
remanded 'by the Court for an examination 
into 'their home circumstances, or probably 
a psychiatric report? I am wondering what 
there is that the local authority can do 

which the Court cannot do? 1 think 

really what we felt was that perhaps some- 
times on the report of the education 
authority there was rather a tendency to 
assume the child was mentally defective 
rather than to take very definite efforts to 
deal with it in another way. It might be 
the easy way out of what might be a 
borderline case ; could I put it that way? 

1353. Then it is up to the magistrates, 

surely? Manifestly, but I cannot tell you 

what -other magistrates do. 

1354. {Dr. Rees): Do you visit the mental 
deficiency hospitals regularly every three 

months? (Sir William Notticlge ): When 

I say regularly, I very seldom miss. 

1355. How many patients have you seen? 

I do not know ; something like 1,250 

or more. 

1356. How long does each visit take? 

We get there at 10 a.m. ; sometimes we get 
away at 3' pjn., sometimes at 4 p.m. ; we 
have been known to get awav at lunchtime. 
It depends upon the number of cases we 
have to see 

1357. How many patients do you have to 

see? It varies from 60 to about double 

that whom we see personally in front of us. 

13-5'8. You see from 60 to 120 patients? 
We sometimes have two courts. 

1359. How long would it take you to 
look at each patient? — . — It depends on his 
mental state. Some of them do not under- 
stand if you speak to them ; then they are 
not long before us. Sometimes it is quite 
long, as much as a quarter of an hour. 

I cannot lay down any rule. 
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1360. You have told us that the medical 
staff are happy to make use of you for the 

discharge of patients? Yes, the medical 

staff are most helpful and our relations 
with them are most friendly. We have got 
to know them now. I think each side has 
lost its slight suspicion of the other. I 
think we now work together very well. 

1361. How many patients do you dis- 
charge in the course of a year? It is 

very difficult to say. I think it would be 
under a dozen. 

1362. How many patients are discharged 

from Darenth altogether in a year? 1 

could not say. 

1363. You have not gone into that? 

I think the most we ever discharged at one 
visit was four. 

1364. Would it be true to. say that the 

bulk of patients are discharged 'by other 
means? Normally, yes. 

1365. To come to these compulsory 
powers. You want compulsory powers of 

detention in these hostels? 1 should not 

want .the .same power of detention as in a 
prison, but I would want some pretty solid 
control. 

1366. How would that differ from an 

institution? They would be smaller: 

they would be more homely. In fact, they 
would be more like home. That is our 
idea. 

1367. The institution of Leyboume be- 

longed to the Kent County Council : it has 
not been built very long? No. 

1368. Is it -right to say there is no classi- 
fication of patients at" Leybourne? Not 

at all. 

1369. Is there a library in Darenth? 

Yes. 

1370. Then many of the patients read, I 

take it? Some of them do, yes. 

1371. You mention in your memorandum 

about the words “tone” and “priceless”. 
Do you believe anybody could be certified 
as a mental defective 'because he could not 
give the correct meaning of the word 
“priceless”? 1 do not think so. 

13-72. I take it the person is asked to give 
the meanings of many other words as well? 
Yes. 

1373. Some of those would be exceed- 
ingly simple? 1 quite agree. 

1374. And some of them would be im- 
possible for quite a number of us? 1 

quite agree . — (< Colonel Joynson ): These 

questions are not asked before a person is 
certified. These were asked of a person 
who- was already in the institution with a 
view to finding out what was his mental 
development. 



1375. You do not believe such a test is 

really valid for this purpose? One of 

the questions asked was, “ Can you subtract 
seven serially from one hundred straight 
off?” and we suggest it is just a wee bit 
strong. 

1376. There are very easy questions asked 

as well, I suppose? Probably. 

1377. Extremely easy? Yes. I quite 

agree. 

1378. And they enable you to classify a 

patient? Yes. 

1379. Some of them, the first words, 

would 'be easy, but “ priceless ” comes to- 
wards the end, does it? Yes. 

>1380. There are plenty of easy words? 
Yes. 

1381. With regard to paragraph 28, has 
the doctor special experience in mental 

deficiency? -No.— < Sir William Notticlge ): 

He is a general practitioner. 

1382. l( Mrs. Bracldock ): Do you think 
that the dividing line between the education- 
ally su'b-normal and the mental defective 
is too narrow? .Do you think there may 
be some children who are only education- 
ally sub-normal but manage to get into the 
category of mental defective and so are 

sent to institutions? ( Colonel Joynson ): 

Yes, I personally do. I think that is 
possible. 

1383. Do you think there ought to be a 
reconsideration of the educationally sub- 
normal and mentally deficient in order to 
widen the gap between the two?— — Yes ; 

I think it would .be convenient if there 
could be a Ibigger gap. 

13'84. The education authority are respon- 
sible for payment if a child is educationally 
sub-normal, they are responsible for the 
maintenance and dealing with the form of 
education ; -whereas if a child is designated 
as mentally defective and sent to an institu- 
tion there is no financial responsibility on 
the local authority. To what extent do you 
think that has any effect on those who "are 

sent to mental deficiency institutions? 

(Sir William Nottidge ): I should not have 
thought any, with a decent authority. I may 
be wrong. 

1385. O-n paragraph 28, is the medical 
practitioner a Justice of the Peace? iNo. 

13‘86. 'Do you think it would 'be any 
advantage if the medical practitioner were 

on the justices panel?. No, I do not. We 

struggle along very nicely, ourselves on one 
side and the medical practitioners on the 
other. 

1387. {Chairman): Is there anything else 
you would like to say? Would you like 

to add anything? 1 think the thing we 

are very much concerned with is that if the 
Visitors could get an extension of their 
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power of discharge it would 'be of great 
benefit. At the moment it seems to work 
at age 21, and, as we said, sometimes we 
cannot get there and we lose our power of 
discharge. It is only a small question 
because it does not affect a very large 
number; but if our time for operating it 
could -be extended we do feel that that 
would .be a help. 

13.8-8. Do you feel that after the age of 
23, or a little later, the usefulness of the 

Visitors would be exhausted? 'I think 

they should have their chance at some time 
in a patient’s career. I do not know why 
age 21 was selected ; it never struck me 
you might ask about age 23, 25 or some- 
thing else ; I was thinking of it on the basis 
of 21. I quite agree that discharges by the 
Visitors are few in relation to the total dis- 
charged from the institutions in a year, but 
we do seem tb serve a useful purpose. 

I think I ought to apologise for our 
memorandum, but it was dictated by our 
very great interest and our keenness, and 
I ought to apologise for its amateurishness. 
That is probably due to our inexperience. 
—{Colonel Joynson) : I think, if I may say 
so, as far as many of us are concerned we 
do feel rather strongly about it ; and, if 
I may say so, I do not think one gains 
very much by putting one’s views on paper 
too gently. 

1389. (Has that covered all the ground you 
wished to cover? — {Sir William Nottidge ): 
Thank you Sir, yes. I think Colonel 
Joynson would like to say something about 
the hostels. — ( Colonel Joynson ): All I 
wanted to say with regard to these hostels 
is that we believe there could be an exten- 
sion of that. We know it is an expensive 
arrangement, but it is something to get these 
people away so that they do not feel they 
are quite under the stigma of the institution. 
Those who can go outside and do a job 
in the daytime can go back there as if to 
their dormitories or houses. It might tend 

(The witness 



to improve their mental status and perhaps 
ultimately get them outside and make them 
useful members of the community, instead 
of being merely a drag on the State. 

1390. I do not know if you have read 

the evidence given to us by the Ministry of 
Health? iNo, Sir, I have not. 

1391. The Ministry of Health advocated 

just the same thing. In that connection have 
you any .reason to> think that it is becoming 
— over the last twenty-five years or so— 
more difficult to find work for mental de- 
fectives to do? No, I should not say it 

was, Sir. You are thinking that with 
mechanisation there are less jobs such as 
grooming horses and that sort of thing, 
which are easier jobs 1 ? 

1392. It was partly that, but more than 
that. Do you not think that in view of the 
rise in standardisation of wages for normal 
people, employers are less anxious to take 
on, possibly at high wages, relatively less 
competent people? I have been told un- 
officially that it is becoming more difficult 
to get employment for mentally defective 
girls as wardmaids in hospitals than it used 
to ibe, which was a very popular sort of job 

for them. 1 had not heard of that in our 

own area. I know a large number of them 
are employed as wardmaids at Sevenoaks, 
and certainly so far as the men are concerned 
quite a number are employed by the local 
authorities, some of them on road work. 
There are quite a number employed on 
farms, and so on, doing ordinary labourers’ 
work. I agree that the more tractors you 
get on the land the less you want a man 
who cannot drive them ; but even now there 
are quite a lot of. them. They are all 
very well spoken of. I must say we do get 
tremendous co-operation from the medical 
officers of the institutions. The men they 
send are good and we always get good 
reports of them. 

(Chairman)'. Thank you for your attend- 
ance and your help. 

i withdrew.) 
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TAKEN BEFORE THE 

Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency 

SEVENTH DAY 

Wednesday 14th July, 1954 



Present 

The Rt. Hon. the Lord Percy of Newcastle, P.C. ( Chairman ) 

Mrs. H. A. Adrian, J.P. Mr. H. B. H. Hylton-Foster, Q.C., M.P. 

Mr. C. Bartlett, R.M.N. Mr. R. M. Jackson, LL.D., J.P. 

Mrs. E. M. Braddock, J.P., M.P. Dr. T. P. Rees, O.B.E., M.D., D.P.M. 

Sir Russell Brain, Bt., D.M., P.R.C.P. Dr. D. H. H. Thomas, B.Sc., D.P.M. 

Dr. J. Greenwood Wilson, M.D., 
F.R.C.P., D.P.H. 

Miss H. M. Hedlby ( Secretary ) 

Mr. T. H. Aggett, J.P., Mr. A. Lawson-Walton, J.P., Dr. H. Scott Forbes and 
Mr. H. G. Godsall, Clerk of the Peace, on behalf of the Justices for the County 
of Devon. 

Called and examined. 



Memorandum submitted by the magistrates tor the Comity of Devon 

1. We desire to submit evidence to the Commission based on our collective 
experience of the laiw relating to lunacy and mental deficiency and of its practical 
etfects as we have observed them in carrying out our statutory duties. 

We share the general view that .the law on this subject is in need of radical 
overhaul and therefore we do not propose to refer in detail to the defects in the 
present statutes, as we hope that they will be replaced by an entirely new legal 
code. 

We propose to group our recommendations under the following heads : — 

(a) As regards general considerations. 

(b) As regards certification and recertification. 

(c) As regards powers of the court. 

GENERAL CONSIDERATIONS 

2. When the present statutes were passed they were based on the supposition 
that there was a clear line of demarcation between those who were mentally normal 
and those who were mentally abnormal or subnormal. We understand that medical 
opinion no longer accepts this view, and it is borne out by our own experience 
in dealing with borderline cases, both of insanity and of mental deficiency, when 
we are often in the greatest difficulty in deciding whether or not a person should 
be certified. 

In practice .patients may go or .be sent to a mental institution (a) to obtain 
specialist treatment or training, or (b) for .their own good and/or for the good 
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„ f the community We, as justices, are called in to make orders for the detention 
of Datie.™ purely for the latter reason, and our first recommendation would be 
should .be an entirely new definition of mental disability which would 
inchid^lbofh °lunacy and mental deficiency, and that the statutes should .provide 
n terms more unmistakable than those of the .present statutes) that a person may 
only bTseTby a judicial order to a mental institution il, in addition to menta 
incapacity! he is required to be detained either for his own good or the good of 
the community. .... ... 

We are .aware that the phrase “his own .good or the good ol the community 
is aler! nebulous one, and as one of the unsatisfactory features ot he present aw 
is the lack of clarity in relation to the powers ol the judicial authority, we fee 
hat a much more precise definition should .be attempted providing perhaps that 
a person should not be liable to ibe detained unless, ,n addition to some menta ill- 
ness or handicap, a danger exists either of physical or mental hat m to the patient 
of to other persons, or there is actual danger that the patient may commit a 
criminal offence or do damage to property (including his own property). We 
3 not like to suggest that this attempted' definition is by any means a perfect 
one. 

3. The above mentioned fallacy underlying the statutory provisions has perhaps 
eiven rise to the policy adopted by the authorities— namely, that all mental defec- 
lives ought to too treated in one type of institution and till lunatics in another, 
irrespective of the degree of their mental disorder or the type ol illness. 

It is true that the authorities can thus to some degree mitigate the effect of the 
lack of staff by employing higher grade patients on tasks which would otherwise 
have to .be carried out by paid labour, tout it is questionable whether this system 
is always beneficial to the patient. 

The mental deficiency institution is partly a place of detention and partly a 
training centre, and nursing attention is only required .by a minority ol helpless 
patients. The mental hospital is partly a place of detention and partly a hospital. 
There may be some merit in carrying out different functions in different 
establishments. 



4. Some of our .greatest difficulties arise in .making decisions in borderline cases 
of mental deficiency and senile cases under the Lunacy Act. In both cases we 
frequently have no doubt whatever that some form of institutional treatment is 
desirable, but that mental institutions as at present organised, are not designed for 
these classes of cases. 

To deal first .with high-grade mental defectives : the intelligence of these cases is 
usually comparable with that of many people who are playing a useful part in 
society and earning their own living, perhaps as farm workers, domestic servants, 
etc., and they are brought up for certification usually because they have no stable 
family background on .which they can rely, so that they are .falling into crime or 
other moral trouble. It does not appear to us that mental deficiency institutions 
provide at all the right background for the rehabilitation of these people, since 
they are likely to be in constant association with other patients of probably lower 
mentality than their own, and until they are sent out on licence, their chances of 
improvement seem to be slight. When they are on licence their future depends 
largely on the interest taken in them by their employer, but they are subject to 
recall to the institution for any breach of the. conditions imposed on the licence, 
and we are by no means sure in .the first place that licences are granted in all 
cases where they are deserved, and moreover if a defective is alone in the world, 
without friends or relations, the chances of his being eventually decertified must be 
prejudiced, since he has no settled home to which he may return. 

It is well known that all mental deficiency institutions are over-crowded, and we 
feel that it would be for the 'benefit of the patient and. for the institution itself if 
local authorities were empowered to set up training establishments for this type of 
case, and that a justice might, in considering certification of a .patient, make an 
order that a patient should 'be sent to such a training home. It would only require 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF JUSTICES FOR THE COUNTY OF DEVON 



239 



'a minor amendment of the National Assistance Act, 1948, to enable local autho- 
rities to set up such homes, and it would provide a desirable continuity of treat- 
ment from childhood to adolescence for mentally retarded children for whom the 
education authority is responsible. The local authority should also be empowered 
to give assistance, financial or otherwise, to these people in their own homes and 
assist them in finding employment and so forth, with, the object of enabling them 
to play a normal part in the community as soon as possible, 

5. As regards senile cases, an old person, after a long and useful life, should 
not have to undergo the indignity of being certified as insane and sent to a mental 
institution when he can no longer be cared for in his home. The break-up of the 
old public assistance system led to many good results, but in this case to a bad 
one since a well administered institution run by a local authority catered for all 
classes of old people, and those whose mental powers had failed and those who 
were still in possession of their faculties could both be catered for under the same 
roof. There seems to be no reason why the Ministry of Health should not pursue 
a similar course at tire present time in senile cases. The present policy is to have 
them certified and accommodated in mental hospitals which are probably even more 
over-crowded than the ordinary hospital. It might be a reasonable solution to set- 
aside here and there throughout; the country a wing of a general hospital or to 
acquire some special homes in which these eases could be looked after. The stigma 
of going to a mental hospital would thus be avoided. 

6. We should like to stale our view that the social stigma arises front going 
to a mental hospital and not so much from the legal formality of certification,, 
though certification may produce harmful results on the children of the patient, 
since on a number of occasions a person is required to state whether there is any 
insanity in the family. 

This social stigma is one of the reasons which prevents proper use of the 
Mental Treatment Act, 1930, since it matters little in the eyes of the public whether 
a person goes to the mental hospital voluntarily or compulsorily. So long as all 
voluntary patients who are possibly suffering from some comparatively mild mental 
derangement have only -one avenue for obtaining institutional treatment, the majority 
of patients will decline it, and. certainly if the policy continues the same that is of 
sending all mental cases of whatever description to one mental hospital— we should 
recommend that local authorities should be empowered to set up, for certain types 
of persons requiring mental treatment, parallel establishments to those which we 
contemplate for the training of mental defectives— namely a home in which a 
person whose mental condition was endangered might go and undertake tor a 
period healthy manual work, and at the same time receive under the National 

Health Service Act such treatment as might fee required from nonresident 

psychiatrists. We suggest that homes of this nature, 'both for mental defectives and 
for mild cases of mental illness, need not result in any very great expense to the 
local ratepayer, since the type of training which would fee given would fee largely 

farm work, domestic work and employment on handicrafts. No resident doctor 

would fee required and very little resident staff, since the patients would look 
after themselves and possibly engage in employment outside. Not everyone who is 
suffering from mild mental trouble -would be suitable for the type of establishment 
we suggest should be set up fey local authorities. From time to time we are called 
upon to certify patients who are temporarily suffering from acute depression and 
perhaps are in danger of suicide. We are informed that in many _of these cases 
some kind of electrical treatment is often beneficial and that the patient may make 
a complete recovery in a comparatively short time. At present such patients have 
to be certified and sent to a mental hospital, where they find themselves in association 
with a very different class of mental case. It appears to us that it is certainly 
not good for their mental condition that they should have to be certified and sent 
away to the ordinary mental hospital ; and though they would not fee fitted to 
go to a local authority establishment, the hospital authorities should be required 
to provide separate accommodation for this type of case and similar cases which 
are likely to make an early and complete recovery. 
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CERTIFICATION AND RECERTIFICATION 

T. We have already said that there ought to be a new definition of mental 
disability, covering both lunacy and mental deficiency. We think similarly that 
there should be one procedure for the certification of both types of case. We 
recognise, of course, that, especially in lunacy, many cases are extremely urgent, 
and there is at present statutory provision which covers urgent cases and these 
provisions should be substantially retained and if necessary extended, in case there 
should prove to be any delay in making the final judicial order for detention. 

The following observations refer more particularly to procedure under the Mental 
Deficiency Acts, but the recommendations should in our view apply equally to 
lunacy cases. 

We assume that it will be necessary to make provision for certification and re- 
certification. It certainly would in our view be entirely impossible to contemplate 
depriving any person of his liberty otherwise than by judicial order, and therefore 
we assume that justices of the peace, as the ordinary local tribunal will continue 
to act as the certifying authority. Nevertheless the existing procedure is so defective 
in practically every respect — principally through lack of ordinary safeguards to the 
patient— ithat we think it is necessary to revise the law considerably. 

In the cases which come before us at the present time, only about 10 per cent, 
to 15 per cent, present any difficulty. The remainder are obvious cases of 
abnormality. The borderline cases, however, are usually difficult, and the practice 
under thS Mental Deficiency Acts presents a striking contrast with the careful 
procedure adopted by magistrates’ courts, not only in relation to criminal cases but 
also matrimonial and other matters. 

8. In detail, the defects may be said to be as follows : — 

■ (a) The petition is presented by an officer of the local health authority to a 

■ single justice, who deals with a case which may involve the detention 
of a person for a number of years, if not for life, whereas in the ordinary 
way the justice sitting in open court, and assisted by his fellows, may 
only pass as a maximum a six months’ sentence of detention on an offender 
against the law. In difficult cases the responsibility is too great for a 
single justice. 

( b ) If the justice decides to grant the petition, his decision is final. If he 
dismisses the petition, the petitioner may seek out another justice who is 
qualified and start de novo, and continue to present one petition after 
another until he finds a justice who will grant it. This practice is not 
unknown. 

(- c ) The petition is almost invariably presented by an officer of the local 
health authority. In practice the petitioner is frequently a junior adminis- 
trative officer on the staff of the local health authority’s Clerk or Medical 
Officer. The petitioner will naturally tend to choose a justice who he thinks 
will grant the petition with the least trouble and, apart from that, will 
probably not exercise any personal discretion as to the presentation of the 
petition at all. He may indeed regard the petition as merely a legal 
formality to be carried out as speedily as possible, so that in effect once 
the local health authority’s doctor has decided that a person ought to be 
certified, this decision may be carried into effect without much judicial 
interference, and the procedure lends itself to this very unsatisfactory result. 

(d) The petition is heard in private and usually only in the presence of the 
petitioner and possibly a doctor. The patient is examined, but unless a 
doctor is present (which is rarely the case), there is no evidence, other than 
the medical certificates presented with the petition. The certificates are 
rarely read to -the patient, and even if they were it is fairly certain that 
he would not ibe able to appreciate their contents. The form of medical 
certificate itself contains a space -marked “ Facts communicated to me 
-by others ”, so that the patient (who is obviously a person of low intelligence) 
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is faced with reports to which he has no access and those reports themselves 
contain secondhand statements which possibly .the doctor himself has not 
verified. In our view therefore the evidence which is presented is such 
as would never 'be admitted in any ordinary court of law in spite of the 
fact that the consequences in this type of case are much more serious. 

(e) The justice sits without the assistance of his clerk and without independent 
legal advice. It is, of oourse, very rare for a mental defective to be 
represented legally at 'the hearing, but our experience has been that where 
such legal advice has been available the matter has proceeded on very 
different lines from the ordinary petition, and that it is more frequent 
than not that in such circumstances the petition is dismissed. The justice 
has no power to grant legal aid or to order independent medical enquiries. 
The most 'that he can do is to. put the matter back for fourteen days for 
further enquiries by the local health authority. 

if) There is a danger that the Mental Deficiency Acts procedure may be used 
as a convenient -alternative to ordinary criminal procedure ; for example, 
a boy of low intelligence who is out of control -may well be certified, 
whereas his real offence is one which, if committed by a boy of slightly 
higher intelligence, would bring -him before the court. The real trouble 
probably is ith-at he is -out of control and not that he is mentally defective. 

9- It is not easy to overcome all the difficulties set out above without making 
-the procedure complicated and expensive. We have -already said that the great 
majority of cases present -no difficulty -and we 'think therefore that where the case 
seems an obvious one and the patient’s parent or guardian consents, i.e., in as it 
were “ undefended ” oases, a single justice should be empowered to make the order, 
as at present. In -all other cases, however, i.e., either where consent is refused or 
where there is no parent -or guardian, the question must arise as to whether a 
single justice should be given the power to deprive any person of bis liberty for 
a considerable time or a parent of his child -against -his will. In our view such 
cases should be heard -by at least two justices, .and we are sure that provision 
ought to be made for ensuring that the justices who hear petitions have some 
experience of mental deficiency, because -it is not until a justice -has seen a con- 
siderable number of defectives that he can come to a very satisfactory decision. 

For this reason we make the following recommendations: that quarter sessions 
should be required to establish a standing committee of justices especially to hear 
petitions, on the lines of the present appeal committee. The committee should be 
a small one in order that justices may have as wide an experience as possible. 
Petitions should be transmitted to the Clerk of the Peace by the local health 
authority and the case would be dealt with by justices on the standing committee 
in accordance with a predetermined rota. 

We make these rather elaborate recommendations having regard to the fact that 
it has been our experience that when we have dismissed a petition, so far as we 
know, in the majority of cases the case has not been -brought back to us again, and 
obviously some method has 'been found of dealing with the patient outside the 
Acts. 

10. Any justice who hears a case should have wide powers of adjournment and 
should also be empowered to- require the local health authority to obtain such 
further evidence as he may think fit. In particular the justice should have power 
to obtain an independent medical report and should have power, if necessary, -to 
grant legal -aid. Where the petition is heard by more than one justice, the Clerk 
of the Peace or his deputy or some legally qualified person on his staff should 
be required to attend as at 'the hearing of any ordinary oa-se in open court, unless 
the justices dispense with his attendance. Where a case is heard by a single justice, 
he should always have power, if necessary, to adjourn it for consideration by at 
least two justices, at -his discretion. 

11. The consent of the parent or guardian should always be an express one in 
writing, attested by an independent official witness. The consent should -be brought 
before the justice at the hearing of the petition, together with an affidavit on behalf 
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of the local health authority as to what actual care the parent or guardian has 
taken of the patient within the last few years, since plainly a consent by a parent 
or guardian who has long ceased to be interested in the child is of no value. 

In oases where consent is withheld, our experience is that it is not always 
withheld for the best of motives. Very frequently the defective is a useful member 
of the household and the consent is withheld 'perhaps with, the intention of retaining 
the defective’s services rather than for his benefit. (The present legal position as 
regards consent is, of course, far from' satisfactory.) Nevertheless it is certain 
that where consent is withheld, the parent or guardian should have a right to be 
heard, and wc therefore suggest that in such cases the petition should be remitted 
to the place where the parent or guardian resides and should be heard there. (At 
the present time although the parent or guardian has a right to be present at the 
hearing of a petition, in point of fact he may live more than 100 miles away 
from the place of hearing and therefore is virtually debarred from attendance.) 

12. The Mental Deficiency Acts contain provisions for the recertification of 
patients after certain periods. The recertification must be done by two justices 
and, moreover, it is subject to review by the Board of Control. It seems peculiar 
that the major subject— namely certification — can be carried out by one justice 
and his decision is final, whereas the decision as to recertification— which is obviously 
a much less important subject — is carried out by two justices and their decision 
is by no means final. In our view the present practice of recertification is extremely 
unsatisfactory, since we have reason to believe that the practice of the Board of 
Control is to rely on the opinion of the medical superintendent of the institution 
as to whether or not a patient should be recertified, and completely to disregard 
the views of the justices. In other words, if the justices recommend that a patient 
should be discharged -and the medical superintendent disagrees, the Board of Control, 
without consulting the justices or even informing them of this decision, set aside 
their order and continue to keep the patient in confinement. If this is the present 
practice, there is at the moment no point in justices being called upon to recertify. 
However, we have already stated that in our view it is quite, wrong that a person 
should 'be detained except under judicial order, and a number of cases over the 
past few years have confirmed us dn our view that this principle is the right one, 
and we suggest that recertification should 'be dealt with by at least 'two members 
of the standing committee referred to above and that the Board of Control should 
have no right to set aside the justices’ decision. 

Our experience of the Board of Control has led us to believe that the Board 
subscribe to what we think is a totally erroneous view that certification is a mere 
legal formality and that the only thing that matters is the opinion of the doctor. It 
is a question for consideration as to whether or not the workings of the Board of 
Control 'should be overhauled. 

13. At the present time justices have certain powers of inspection of licensed 
houses and we have considered whether or not such powers ought to be continued. 
Normally we should not regard the inspection of hospitals as a judicial duty, but 
we have already pointed out in paragraph 2 that certainly a mental deficiency 
institution has few .of the ordinary characteristics of a hospital, but is partly a place 
of confinement and partly an educational establishment. Although in the previous 
paragraph we have not suggested any great change in the methods of recertification 
so that each patient will have the opportunity of stating his case to the justices 
at intervals and although we hope that, if our previous recommendations are 
accepted, the system of recertification should work 'better owing to the wider 
experience of the justices, nevertheless there is something to he said for allowing any 
person confined against his will in consequence of a judicial order to complain to 
a judicial visitor against either his detention or his method of detention. With some 
hesitation therefore we suggest that the Commission might consider whether or not 
some powers of inspection ought to he .given to justices (on the analogy of prisons) 
of any place to which persons are sent by their order. 

14. We should like to make one comment on section 15 of the Mental Deficiency 
Act: that is to say, as regards .place of safety orders. There is at the moment 
no time limit on the duration of these orders and indeed they have in some cases 
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recently (owing to the waiting list at mental deficiency institutions) been kept in 
force for six or nine months. This is perhaps somewhat undesirable and a time 
limit should be imposed of (say) three months, unless extended by judicial order. 

15. In spite of the difficulties attending the proper woiUcimg of the Mental Treat- 
ment Act, we feel .sure that the principle of the Act is right and we should like to 
see it extended and provision made for the voluntary treatment of mental defectives. 

POWERS OF THE COURT 

16. There is one matter on which we should like to comment: section 26 of the 
Criminal Justice Act, 1948, enables a court of summary jurisdiction to remand a 
defendant for the purposes of medical examination, and the cost of the examina- 
tion can then .be met by the State. No similar power attaches to quarter sessions, 
and it frequently happens that a person is committed for trial and is not repre- 
sented by solicitors until after that event has taken place. There is then no power 
either for the summary court or for quarter sessions to obtain a medical opinion 
except from the prison doctor. The defence might like to have that opinion 
confirmed by another doctor, but the cost of such an examination cannot be met 
under any order made by quarter sessions. It does not seem unreasonable that 
quarter sessions and assizes should foe given the same powers as courts of 
summary jurisdiction and, moreover, that they should be empowered to make an 
order on the application by the defence for the medical examination of the 
defendant at any time between committal and trial. 



Examination 

1393. '(< Chairman ): We are very grateful 
to you for coming to give evidence, and 
for the memorandum you have submitted 
with such promptitude. 

You open, in paragraph 2 of your 
General Considerations, with an. argument, 
and I am not quite sure that I get the line 
of your thought. You start off by criticis- 
ing the view which was supposed to have 
been the view on which the Lunacy Act 
of 1890 was based, that there is a clear 
demarcation line between sanity and in- 
sanity, but then you go on to recommend 
a clear definition which will distinguish 
between both insanity and mental deficiency 
on the one hand and sanity on the other 
for the purposes of certification on a magis- 
trate’s order. Is not there some incon- 
sistency between those two propositions? 

(Dr. Scott Forbes ) : I do not think there 

is really, because one (pictures the situation 
that there is no dividing line 'between the 
normal and the abnormal, and you have 
every grade between the two extremes.^ The 
definition suggested here merely applies to 
one end of the scale. 

1394. Which end of the scale? The 

abnormal end of the scale. I assume you 
are referring to the third paragraph of para- 
graph 2. That applies to one end of the 
scale and what one wants to avoid is having 
a clear definition which will divide every- 
body up into precisely normal and ab- 
normal. One has to admit there are the 
borderline cases which fall just between the 
two. 
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1395. You do think there is a clear divid- 
ing line? No, there is no clear dividing 

fine. 

1396. You are asking for legal purposes for 
a clear definition about something where 

you say there is no clear dividing line? 

(Mr. Godsall ): II should say not so much 
a definition as something on which the 
justice could go in deciding whether the 
person is a nuisance to the community or 
something like that, which means he ought 
to be detained. Presumably he has to be 
certified. 

1397. Does that not imply that the magis- 

trate, for the purposes of the law, has 
always to be drawing a line which, in strict 
medical science, does not exist? It might be 
argued, I suppose, ■ that that is a drawback 
to judicial action, at any rate in the first 
stages of mental disease or mental dis- 
ability. (Dr. Scott Forbes): It may pro- 

duce a difficulty, 'but what .has to be 
avoided, I feel sure, is that we should be 
bound by some definition which has no 
meaning in reality in order to produce a 
definition to be a guide to the magistrates. 
Whatever the definition is going to be it 
must be something quite open and only a 
guide, as it were, for the magistrates. We 
have many definitions now which just do 
not make any sense. 

1398. Well, perhaps I may proceed to ask 
the meaning of the definition that you sug- 
gest, “for their own good or for the good 
of the community.” In the second para- 
graph of paragraph 2 you imply that there 
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is a distinction between sending a person 
to an institution for bis own good and 
sending him there to obtain specialist treat- 
ment or training. I do not quite see the 

difference between the two. The point 

that lies behind that is that where a patient 
is in need of treatment and is prepared to 
accept it, that case should not come under 
the lunacy laws. We have all -been hoping 
that we should get away from the rather 
derelict past and be enabled to treat 
psychiatric cases as we treat medical and 
surgical cases. That is the point. It is only 
■where there is some special additional 
reason for certification that that should be 
applied. 

1399. But you are proposing as a reason 
for certification, that a person- may be sent 
to an institution for his own good. 'Is it 
not for his own good that he should obtain 

specialist treatment? Yes, in exactly the 

same way that it is good for a patient to go 
to hospital to have his appendix out. It 
does not necessitate any order although the 
patient may be incapable of making a judg- 
ment himself. 

1400. You are suggesting that the magis- 

trate should be guided by a definition which 
says that the patient should not be certified 
unless it is for his own good or for the 
good of the community that he should be 
sent to an institution. You propose to tell 
the magistrate that the words “ for his own 
good ” do not include his need for specialist 
hospital treatment? -They need not. 

1401. It is not that they need not, but do 

those words cover it? (Mr. Godsall ): I 

do not think they do, no.— {Dr. Scott 
Forbes ): No, they do not. That is not the 
purpose of that phrase at all. The purpose 
of that phrase is to infer that there is some 
danger to the patient, to the community or 
to property, if that patient is not put into 
an institution. — (Mr. Lawson-Waltori): My 
feeling is this. Here are people who are 
mentally disabled and require treatment. 
They are not dangerous in- themselves or to 
the community. What can we do? We 
certify them as lunatics and send them to 
an institution. If, without certification, 
they can go to a specialist, just as you and 
I go to an ordinary hospital, and come 
out without any kind of stigma of certifi- 
cation, we would be glad they should do 
so, but at the moment, if we are not satis- 
fied, the only course open to us magistrates 
is to make an order. 

1402. But surely that is not quite true. 
Under Section 2 of the Mental Deficiency 
Acts, you have got to make an additional 

decision. 1 think that is what we mean, 

that there is this additional factor. 

1403. What kind of change in . the pro- 

visions of Section 2 are you really advocat- 
ing? 1 think what we ask for is more 

guidance as to the certificate, not so much 



because oif -the patient’s mental state but be- 
cause of the danger to himself or to the 
community. 

1404. What about the words of Section 2 
(1) (6), “ is found neglected, abandoned, 
or without visible means of support etc.”? 

(Dr. Scott Forbes)'. When it comes 

down to practice, nine cases out of ten are 
certified for reasons other than those, and 
one has to wangle it. 

1405. When you say certified, what do 

you mean? Under the Mental Defi- 

ciency Act. The majority of petitions are 
presented on .grounds of neglect. 

1406. That is among the grounds in 

Section 2 (1) (b). The meaning of the 

word “neglect” has to be stretched very 
considerably to make it at all practical, 
and whether it was originally envisaged 
that the word “ neglect ” meant the patient 
was literally lying in the gutter in the street 
with no protection whatever, I do not 
know, but they are not in that position 
nowadays, and one stretches the meaning 
of the word “ neglect ” to mean that he is 
in need for some other reason. He is sent 
to an institution and the word “neglect” 
there is rather a negative sort of 
description. 

1407. There is no necessary or inevitable 

connection between a magistrate deciding 
that a person is subject to Section 2 and 
sending ihim to an institution? It is not 
an inevitable consequence? No, indeed. 

1408. I thought you implied that the 

things were synonymous? When he 

wishes to do so he has to interpret the term 
“ neglect ” to mean really that that indivi- 
dual should 'be in an institution. That is 
all. 

1409. Is not statutory supervision an 

alternative between- taking Ihim away from 
his bad home and sending him to an in- 
stitution? (Mr. Godsall ): No, not for 

the magistrate. — (Dr. Scott Forbes): Statu- 
tory supervision of course very rarely 
works where purely voluntary supervision 
would not do just as well. _ Therefore, one 
very rarely asks for a petition to be pre- 
sented for purposes -of supervision, only 
where guardianship is -necessary. A good 
working social welfare department of a local 
authority can do all _ the supervision it 
wishes without any petitions. 

1410. The magistrate, acting under 

Section 2, if he -thinks the person is under 
voluntary supervision, is not under an obli- 
gation to make an order? That is true. 

1411. But the point I was trying to put 
is that you were trying to make a com- 
prehensive definition and I think you will 

admit that it is not comprehensive? It 

is only a tentative suggestion, this _ defini- 
tion, and it is a definition on the lines of 
which we would like to see a perfect defini- 
tion worked out. 
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1412. iMy questions on this point are 
directed to finding out whether a compre- 
hensive definition covering both mental ill- 
ness and mental deficiency is really pos- 
sible without swinging too wide from 

scientific facts. The difficulty is there 

are no scientific facts on which you can 
make a definition. Therefore, the wider 
you swing away the clearer it will be. 

1413. On this question of “for his own 

good.” You have the case of the incipient 
stage of mental illness where il is urgently 
necessary that the patient, in- his own 
interest, should ibe treated as. soon as pos- 
sible. Yes. This definition, I think, 

would cover it, Sir, because the essential 
part of this definition from that, angle is 
that the magistrate should be convinced 
that there is some evidence of mental ill- 
ness or handicap. That is the point in this 
definition, which covers the point you raise 
of the early mental disease that ought to 
be sent in urgently for treatment. 

1414. I do not see it, I am sorry. We 
need not continue the argument. In para- 
graph 3 you talk of a policy based upon 
the fallacy that there is a distinction be- 
tween mental illness and mental defective- 
ness, and there again I do not follow your 
line of thought. Y ou appear to suggest that it 
is wrong to send mental defectives and the 
mentally ill to different institutions, and in 
the next paragraph you seem to object to 
sending all grades of mental defectives to 
the same institution. I do not quite under- 
stand. If you are suggesting a new method 
of classification I am not quite sure what 

it is. It was not our intention to infer 

that lunatics and mental defectives should 
be mixed. I do not think that should be 
read into that remark at all. We are really 
criticising the fact that all types of mental 
defectives are put into one institution, and 
we are criticising the fact that all types of 
psyohiatric problems are now forced into a 
mental hospital. 

1415. In the second paragraph of para- 
graph 3 you imply that the only argument 
for having a large 'institution iincluding 
different grades of mental defective is that 
the domestic work of the institution is done 

by the higher grade defectives. That is 

undoubtedly a point which is encouraging 
the mixture of these itwo types. 

•1416. Have you met a Superintendent of 
an institution who really gave that as a 
reason for not splitting up the institution 
into a number of small specialist 

institutions? No, but one who is in 

a position to use high-grade mental defec- 
tives to help run the hospital is not likely 
to want to split it up. 

1417. No doubt he would say that it has 
curative effects on higher grade defectives. 
I feel that it might be considered rather 



insulting to say that the real reason for non- 
classification is that it is cheaper and you 
get a lot of work done without paying 

much for it. (Mr. Godsall ): I think that 

is putting it too high. That is one of the 
points only. The law presumes all mental 
defectives • should be dealt with in one 
institution presumably. I assume that is 
the position. It is a fact that lack of staff 
can be mitigated by using the patients and 
they help to run the institution. — (Mr. 
Lawson-Walton ): It distresses me very 

much when I go to these places to see the 
work of keeping lunatics and idiots clean 
being done by not terribly high-grade men- 
tal defectives. I only speak as a layman. 

I feel that if I was a medium-grade mental 
defective and brought in contact with these 
individuals, this would not be a very happy 
way of trying to heal me or train me. 

1418. It may be good or bad and there 

may be discussion as to the extent to which 
it is practised, but to say that this in itself 
is advanced as a reason for having institu- 
tions including all types and grades of men- 
tal defectives is perhaps unfair? 1 do 

not want to go too far. In these places 
we gO' to in Devonshire, if you took away 
the high-grade mental defectives, there is 
not the staff to carry on. I should think 
80 per cent, of the domestic work and a 
great deal of the nursing is cfone by high- 
grade mental defectives. I am not blaming 
anybody, but if you say, “ All right, we are 
going to take all the high-grade mental 
defectives away,” I just do not know how 
the institutions would be run. 

1419. Would you tell me — obviously your 
memorandum is influenced by your local 
experience — what are the mental deficiency 

institutions in Devonshire? (Dr. Scotl 

Forbes ): All come under one heading of 
the Royal Western Counties Institution now. 
Prior to 1948 there was the Royal Western 
Counties Institution run privately I think. 
— (Mr. Godsall ): It was run as a joint 
organisation by four south-western counties. 
— {Dr. Scott Forbes): Plus a number of 
smaller institutions run by the local 
authority. — (Mr. Godsall): By the Devon 
County Council. 

1420. 'What institutions were run by the 

local authority? The Royal Western 

Counties Institution was provided jointly 
by Cornwall, Devon, Dorset and 
Somerset, I think. In addition to that 
there were several smaller institutions 
run by the Devon County Council as men- 
tal deficiency institutions before the 
National Health Service Act. — (Mr. Lawson- 
Walton): The two I was referring to were 
the main institution at Starcross and the 
Extension, with 300 patients in each. I say 
quite frankly that if you take away the 
higher grade mental defectives I do not 
know how the institutions would run. I 
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only speak as a layman. These high-grade 
mental defectives have to do domestic work. 
If you took them away because you thought 
that it was undesirable to -mix them I do 
not know how the low-grade mental defec- 
tives could be looked after. That is what 
shocked us. That is what I had in mind 
when this .paragraph was drafted. — {Mr. 
Godsall ): fl do not think we should like to 
suggest that the mental defectives were kept 
there purely for domestic work, but that is 
one of the points. 

1421. (Dr. Rees): Is it your view they 

should not be used for domestic work? 

No, I do not think so. It is only the 
mixing of them up. 

1422. (Chairman): Your objection is not 
so much to the higher grade defective doing 
domestic work and being trained, but your 
objection is to their doing semi-nursing 
duties for the lower grades? — Yes. — (Mr. 
Lawson-Walton): iMay I just say what was 
said to me on visiting the iDawlish exten- 
sion. I said, “ Well, your grounds look very 
nice.” The Superintendent said, “ I get into 
trouble with my gardener. He tells me 
that if I send more patients out on licence, 
he does not know how he will keep the 
gardens going.” One sees the way the 
trend of mind goes. I am not blaming any- 
body, but the view is that the majority 
suffer for the minority. “ If I let these go 
out on licence, how am I going to keep 
the place up?” “I am going to get into 
awful trouble.” 

1423. (Mr. Bartlett): Are the patients to 
which reference has been made — those 
patients who are doing the work of that 
institution — living in that institution, or are 

they transported daily from Starcross? 

A lot of them work out on the farms and 
come in to sleep. 

1424. (Mrs. Braddock): Is your point that 

having to attend to the low-grade defectives 
is having a detrimental effect upon the 
high-grade? It is not a question of their 
not ibeing allowed to work, which is occupa- 
tional therapy, ibut the fact that other work 
might be of more use to them for curative 
purposes? The fact that they are in contact 
the whole time with the lowest grade defec- 
tives is creating the situation that the 
occupational therapy is not having the effect 
from the progressive point of view that it 
ought to have? Yes. 

1425. (Sir Russell Brain ) : It is difficult to 
see what else the institution can do except 
to employ patient-labour as much as they 
can. What evidence have you that it has a 

detrimental effect? (Mr. Aggett): There 

is the evidence of the patients themselves, 
and when they attend for re-certification we 
are told they are employed in the wards. 

1426. (Dr. Rees): Have you any evidence 
that high-grade defectives treated separately 
from low-grade defectives would do better 



than in a mixed institution? (Mr. 

Lawson-Walton): There are no such insti- 
tutions so far as I know. As I said, if 
you get somebody who is a high-grade 
mental defective in contact with a low-grade 
defective that shocks the normal person, I 
do not see how it can be other than detri- 
mental. 

1427. (Mrs. Adrian): Are you sure the 
high-grade defective will not be less shocked 

than the more intelligent person? I am 

speaking outside my sphere and I am 
arguing from common sense. 

1428. (Chairman) : it used to shock me 
very much to see the mixture of different 
types of children in school rooms in special 
schools, but I was always told by teachers 
and doctors that it might shock me very 
much but did not shock the higher grade 

children. (Dr. Scott Forbes): That may 

be true, but the most one can imagine is 
that it shocks them a little less than it 
shocks us. I do not see that we have any 
evidence to show that they are not shocked 
at all. When it comes to a similar instance 
in mental hospitals of mixing different sorts 
together, the shock can be very great. 

1429. (Dr. Rees): The high-grade mental 
defective tends to lose confidence in an 
ordinary school if he is always at the 
bottom of the class. Would you also agree 
that he may gain confidence if he finds 
himself at the top of a class at a mixed 

institution? Before answering that let 

me .point out that is not the degree of 
mixture we had in mind. The difference 
is so great that there can be no comparison 
at all. It is all very well for a defective 
to mix with a defective just slightly below 
him so he has a feeling of not being so 
out of it. That does not apply to mixing 
him with a bed-ridden hydrocephalic. 

1430. (Dr. Thomas ) : Is it not a fact that 
the Starcross hospital, before the National 
Health Service took over, was a voluntary 
hospital and not a local authority hospital? 
(Mr. Godsall ) : I feel sure it was pro- 
vided by the County Councils, though paid 
for and run as a separate organisation by a 
voluntary committee possibly. 

1431. <My impression is that it was a 
voluntary hospital which contracted to 
receive cases from the various counties 
.surrounding and in fact took patients from 

all over the country. It took patients 

from all over the country -but certainly 
.the bulk of the expenditure was met by the 
County Councils. 

1432. That is ^ possible. I just wanted 
to clear that point. I want to ask also a 
question with regard to the statement of 
the Medical Superintendent that he would 
get into awful trouble with the gardener. 
I think it is an important point to clear up. 
Did you assume from that he would not 
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be licensing that patient? (Mr. Lawson- 

Walfoti >: Not for a moment, hut I am 
just saying that is where the temptation lies. 
High-grade mental defectives are important 
to the institution. 

1433. The other point is with regard to 

your own hospitals again. Is it not true 
that you have got a great deal of segrega- 
tion, for instance in the OLangdon Exten- 
sion? I think they are high or medium- 
grade patients there, many of. them 
employed on the land? Yes, that is so. 

1434. (Mr. Jackson ); One point on your 

definition in the middle of the second 
paragraph. The object of that, I take it. 
is to make it easier for justices to do what 
they should do? (Mr. Godsall ): Yes. 

1435. It has 'been criticised as being 
somewhat vague. Do you think it is different 
in nature from many other definitions to 
which the justices have to apply their minds, 
such as, for instance, whether a person is 

driving without due care and attention? 

(Mr. Aggett ): When you are dealing with 
driving without due care and attention you 
have a great deal of evidence before you, 
but you have .not got much evidence before 
you when you are considering these people 
with the evidence presented in these cases. 
First of all it is hearsay evidence and would 
not be accepted in a court of law and 1 
think to draw an analogy between ordinary 
courts and this is not at all right. 

1436. I thought my question was a sym- 
pathetic one. I thought the whole tenor 
of your document was that you wanted this 
process by justices to be more akin to 

judicial work than it is at present. (Mr. 

Godsall ): That is right, Sir. 

1437. That is the main thing really you 

have come here to say. Then I ask whether 
your definition is not in fact, drafted on the 
supposition that this work is going to be 
done in this way? Yes. 

143'8. If you look at it like that, is it not 
One of those definitions of degree com- 
parable, as I suggested, to “without due 
care and attention ” or. any other of the 
many definitions the justices are accustomed 

to work to? Yes. It would give a 

certain amount of elasticity, and allow the 
justice to make his mind up on the facts. 

1439. (Mr. Bartlett ): I do not know if 
■the witnesses have read the evidence given 
to us by the Ministry of Health and I do 
not know how far they would agree with 
what the Ministry suggest we should sub- 
stitute for the existing wording of the cer- 
tificate. They suggest that the wording of 
the certificate should be that the patient 
“ is suffering from mental illness and is a 
proper person to be detained for care and 

treatment”. (Dr. Scott Forbes): It is 

not. very far from it. We introduce the 
additional word “ handicap ” here, intended 



to cover, for example, the higher grade 
mental, defective. We are not satisfied with 
the existing definition of mental deficiency. 
Which from a psychological point of view is 
quite incorrect. 

(440. Am I to understand that you Are 
not favourable to the .Ministry’s suggested 

wording? (Mr. Godsall ): We have not 

had time to consider it, but I should say 
that it is not far from what We have in 
mind. 

1441 1 (Chairman): Of course, that defini- 
tion was not intended to cover mental 

defectives as well. (Dr. Scott Forbes ): 

That is what we had in mind, the whole 
point being that it is up to the doctors 
concerned to give the magistrate sufficient 
evidence to satisfy, him that there is a 
mental illness in existence or, as we like to 
add, a “ mental handicap ”. 

1442 (Dr. Rees): Is it your view that 

many patients are at present certified and 
sent to institutions who should not be sent 
there? No. 

1443. What do we gain then from this 

definition?- We are getting away from 

the absurd existing definition. 

1444. Of mental deficiency? Yes. The 

present definition of mental deficiency is 
for nearly all the high-grades incorrect. 
There is no “ arrested development.” If we 
are going to argue this point 'on a technical 
detail of the working of the definition, there 
has been jno arrest of development. The 
majority of high-grade defectives are 
defective because of their inherited 
potentiality. They are defective from the 
daiy of conception. 

1445. 0 Chairman ): Do you mean to 

say that their development . is not 

“ incomplete ”? 1 do not quite follow 

the meaning of that word. They are bom 
with a potentiality. Just as one .person is 
bom with a potentiality of growing six 
foot, and another is bom with a potentiality 
of only growing five foot high, so they are 
bom with a potentiality of having a lower 
average intelligence, but at no stage, from 
the day of their conception onwards, has 
there been any strictly arrested development. 
They have in fact developed exactly up to 
their inborn' potentiality. 

1446. (Mr. Hylton-Foster): Why is not 

that “ incomplete development from in- 
herent causes”?- It assumes from that 

condition that there is something which has 
arrested the development. 

1447. (Chairman): It need not be 

“arrested!”. It can be “incomplete or 

arrested”. It is absolutely complete for 

that individual. 

1448. You seem to insist, while you are 
rather impatient of attempted medical 



Printed image digitised by the University of Southampton Library Digitisation Unit 



248 



royal commission on mental illness and mental deficiency 



definitions, on using medical terms’ instead 
of plain English. Do you think that 
“ inherited potentiality ” is moire under- 
standable than the words in the present laiw, 

“incomplete development”? I . was 

merely producing that remark to justify 
those who asked the question on the point 
of 'the existing definition. I was pointing 
out that, if you wish to argue the existing 
definition as being meaningless, there _ are 
plenty of grounds for arguments that it is 
meaningless. 

1449. I think perhaps we have carried this 

discussion a little far. In paragraph 4 you 
are dealing with high-grade mental 
defectives. You say that the intelligence 
of these cases is usually comparable with 
that of a lot of people in society. Is it 
merely a question of intelligence^ in your 
view? Is the confinement of a high-grade 
defective in an institution merely to be 
deoided on his intelligence? Not accord- 

ing to the existing Act. You have got to 
have that ito start with and you have got to 
have the condition that makes him subject 
to be dealt with. 

1450. Under existing law you have. We 
are talking of problems' as distinct from 
the law. The problem we are dealing with 

is not really one of intelligence, is it?- 

(Mr. Godsall ): No. 

1451. I just raised ’that point because I 
thought that in the memorandum you 
tended rather to skirt it. Your definite 
proposal towards the end of paragraph 4 is 
for training establishments or hostels, which- 
ever you like to call them, and you said 
that justices should be able to make an 
order that a patient should be sent to such 
training homes. Do you think it is 
desirable from your experience that the 
justices should take the responsibility of 
deciding how a defective should be dealt 
with rather than referring him to a local 

authority? (Mr. Lawson-Walton): The 

justice, of course, would not make that 
decision unless he had evidence from the 
Medical Superintendent or local authority. 
You would not take that step on your own 
without evidence in front of you that he 
would be a 'suitable person for the place 
you were sending him to, but we take the 
view, I think rather strongly, that where 
it is a question of compulsion — we do not 
use the word detention — the justice should 
make the decision. 

1452. That is another point which I am 
coming to in a moment, but this is a ques- 
tion of which kind of compulsion you are 
going to subject a defective to, whether 
you are going to send him to one of the 
National Health Service hospitals' or to a 
local authority ’training centre. Do you 
think that is most appropriately decided by 

a justice? Presuming that the justice has 

made an order for detention, then I would 



certainly agree it is a matter for the medical 
authority to say, “This man would do 
better if he were sent there”. 

1453. And in all cases, in deciding that 
question, you would refer to the local 

authority? Yes, I quite agree with that* 

Sir. 

1454. Would you be certain about (that 

where you have a case coming to the court 
involving a criminal offence? Yes, Sir. 

1455. Where you decide that the culprit 
is mentally defective, would 1 you equally 
think that that case should be referred by 
the justices to the local authority or do you 
think the justices, in that case, should make 
an order deciding on the form of 

detention? There are so many different 

offences, it is rather difficult, I should say 
offihand. After all, if the man commits 
murder the judge sends him to Broadmoor. 
It may be some little case of stealing or 
shop-lifting who wants mental care. It 
may be a case of sex troubles with young 
people. I should! say the justice should 
be completely out of it . onice (he has the 
evidence in front of him that the Act 
requires. 

1456. You go- as far as that? 1 think 

it is for the psychiatrist or local authority 
to say what would be t'he beat institution 
for that child in. those particular circum- 
stances, having regard to his offence. I 
do not think the justice could 1 say that. 

1457. Where training establishments are 
•to be set up, on your proposal, by local 
authorities, they will be residential estab- 
lishments, I suppose, and equally have 

power of # detention? Yes. — (Mr. 

Godsall ): I think they would have, yes. — 
(Dr. Scott Forbes): But not necessarily so. 

1458. ‘Either they have that power of 

detention or (they have not. (Mr. 

Godsall) : Those who went would 1 go neces- 
sarily under a justices order. 

1459. (Mrs. Adrian ): Would it meet the 
case if the justices were empowered to 
make an order committing these people to 
the guardianship of the County Council. 
They would then have power to place 
them in one of these training centres, with 

power of detention: or without. (Dr. 

Scott Forbes ): Yes, it would be perfectly 
all right. 

1460. (Mr. Jackson ): Is not the implica- 
tion in that case that the person would be 
put in one of those centres with power of 
detention by the local health authority 
without an order from the justices? Is 
that consistent with your main principle? 

There would have been previously an 

order. — (Mr. Aggett): In the same way as 
an approved school order is made. — (Dr. 
Scott Forbes): But it would be to guardian- 
ship of the local authority. 
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(Mrs. Adrian ): There might have to be 
some limitation of time in the same way 
as for a lit person order, on, the grounds 
that these people are not fully mature or 
adult. 

1461. (Mr. Thomas ): Are you envisag- 

ing these hostels as undertaking some form 
of training for the future rehabilitation of 
the patients? What kind of training would 
you have in miind7 Would it be education 
or would iit be under medical or psychiatric 
guidance? We feel it should be appro- 

priate to enable the patients to obtain 
remunerative employment afterwards, 
chiefly farm work and employment of that 
sort. 

1462. Wihat I had! in mind was that you 
mentioned “ desirable 'continuity ” in this 
paragraph. I wondered whether you en- 
visaged those hostels being run as an ex- 
tension of the present duties of the 

education authority? No, but it would 

be the local authority. t The continuation 
of supervision of a case is fairly important. 
The chances are that, when a high-grade 
mental defective reaches adult life and 
some question of making an order arises, 
his case has already been followed from 
two to five years old by the health depart- 
ment of the local authority, from five on- 
wards by the education department, pos- 
sibly after that by the children’s depart- 
ment, the probation department may nave 
come into* it as well, and finally the mental 
health section of the local authority takes 
a part. With that follow-through of the 
case it seems very advisable that the local 
authority should carry on through this 
training period and place him in work 
afterwards, follow up with supervision and 
so' on. 

1463. In other words it is very similar 

to what happened in the case of tihe local 
authority prior to- the National Health 
Service Act. They had control of the hos- 
pitals. You wish to set up hostels indepen- 
dent _ of the hospitals and continue 
rehabilitation. Your point now is that there 
should be a schism between the hospital 
and the hostel? Yes. 

1464. ( Chairman ): 'Perhaps I could ask 
one question here on the first paragraph of 
paragraph 5, where you come to senile 
cases. Again you suggest that tihe local 
authority should cater for all classes of 
old people. Does that include old* people 
who are suffering from a definite mental 

illness? (Mr. Godsall)'. Apart from 

senility, Sir, any illness apart from senility. 

1465. What do you mean by “ apart from 
senility”? If you have, say, a m.an who 
is over 65 who is also mentally ill, he 

may be both senile and mentally ill. 

(Mr. Lawson-W alton ) : It is one of those 
tragic things we have to do. We have 
done it over and over again. Through 



hardening oif the arteries, or some physical 
disability, old people become a little 
foolish. • A devoted daughter has been 
looking after them. The mother is a little 
foolish ; she would wake up in the night 
anldl would wake the daughter saying that 
she must open tihe front door. The 
daughter said 1 she could not stand it all 
day and all night. There was this intelli- 
gent woman who hadi led a good life. I 
bad her certified to go into a mental hos- 
pital and the whole of that family is 
branded. Tihait olid lady is branded a 
mental patient — a lunatic as they used to 
call them — with the stigma going down to 
her grandchildren. 

1466. We perfectly realise the distress of 
that type of case. I was just asking 
whether when you said “ all classes of old 
people ”, you really meant that, or whether 
you recognised that certain old people 
were suffering from definite mental 

illness which may be curable. 1 

will try to deal with it, if l might, by 
giving you my view of the form of certifi- 
cate which might be used in such a case. 
It is only a rough draft. It is as follows: 
“We. the undersigned having this day 
examined A. B. and enquired into his cir- 
cumstances and heard evidence as to his 
mental and physical condition hereby certify 
that he is through old age, infirmity or 
physical disability no longer able safely to 
manage his affairs. We therefore order that 

he be detained in the care of the County 

Council in such institution as they may 
direct.” That should be signed by two 
judicial authorities. There is no stigma of 
mental deficiency, no branding as a mental 
defective or lunatic or idiot, yet he goes 
into the care of the county authority in 
such an institution. 

1467. I was trying to find out whether 
anything like that would, in your view, 
satisfactorily cover the old person who 

needs specialist 'hospital treatment. (Mr. 

Godsall)’. One must make a distinction, I 
think, between those who are mentally ill 
and those who are merely senile. A few 
weeks ago there was the case of a man 
of about 75 running around with a gun pre- 
tending to shoot people, but he was not a 
senile case in the ordinary sense of the 
word. 

1468. The rough definition that you just 
read out goes much further and raises other 
questions. A person incapable of dealing 
with his own affairs is not necessarily in 
need of certification, and this raises the 
question of the confusion between certifica- 
tion for the patient’s own good and the 
depriving him of other civic rights besides 
his freedom of movement, depriving him of 
his right to control his own property, and 
so on, which opens up another very wide 

question. (Mr. Lawson-W alton): As I 

say, I was trying to avoid certification, by 
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using the words “ through old age, infirmity 
or physical disability.” It might be that 
hardening of the arteries had made a man 
a little bit silly. I think it is a terrible 
thing to have to send such men to a men- 
tal hospital, but there is nowhere else to 
put them. The old poor law institutions 
have gone and the hospitals cannot take 
them, except under the Lunacy Act. It 
does not matter what you call them. What 
the public think when they talk of those 
poor old things is, “She is in the bug- 
house.” The stigma is there. 

1469. {Mrs. Braddock): Are you saying 
that the only reason you deal with a case 
of the sort to which you refer, in the way 
that you do, is because there is no other 

way of getting treatment? 1 think that is 

true. There is this poor old lady. She is 
a danger to herself and her daughter cannot 
deal with her. She cannot go to hospital 
and the only thing to do is to certify her. 

1470. That is because of the lack of the 
type of accommodation for people of that 

sort? (Dr. Scott Forbes) : Lack of 

accommodation outside the precincts of the 
mental hospital. 

1471. Is it a question of providing other 
accommodation for these cases rather than 
having to certify them in order to get them 

accommodation? It will be necessary, I 

am sure, to have some sort of power to 
remove them even when you have got the 
right accommodation. It is an unfortunate 
characteristic that they are not very co- 
operative over treatment and will refuse to 
go — a large number of them — voluntarily. — 
(Mr. Lawson-Wahon): You might have a 
case where they are a danger to them- 
selves. They might set the house alight. 
What I am trying to devise is some sort of 
order which does not brand them as men- 
tally deficient. — (Mr. Aggett): We come 
across so many of these people and 
obviously with the greater expectation of 
life there will be an increase in the number 
of cases. Many of them need care and 
either they have ,no one to look after them 
or their children are getting too old. 

1472. (Dr. Rees): Is such a person men- 
tally ill?- (Dr. Scott Forbes): No, not 

in the ordinary sense, but on account of 
deterioration one has to have some power to 
get them suitable accommodation. 

1473. (Chairman): I think we all realise 
that a difficulty -may be that the form of 
detention necessary may be a sort of deten- 
tion which is more easily exercised by a 
hospital than it is by a home. The moment 
your homes for old people become 
definitely hospitals, you raise another issue. 
- — (Mr. Lawson-Walton ): Yes, they have 
only got a few more years to live and I 
would not object to their going to a mental 
hospital if they were a little bit silly. 



1474. (Mr. Hylton-Foster) : I find the first 
sentence of your paragraph & difficult to 
fit In With that. If it is true that the stigma 
consists in going to the mental hospital, 

then you do mind it?- -That stigma 

of course is a social stigma which still 
exists ; the Children say that your granny is 
going to .the bug-house ; but it is not the 
ordinary consequence of the certificate. — 
(Dr. Scott Forbes ): In the case of old 
people we want something again rather like 
the protection order which will enable the 
local authority to use broad powers where 
they find such an old person not being 
properly looked after. 

1475. (Mrs. Braddock): You feel the 

1948 Act does not meet the situation? 1 

do not see why it should not. 

1476. Does it at the moment? No, 

because there are no -beds anywhere for 
them. What we want is beds, attached to 
geriatric hospitals — hospitals for old people 
—hospitals for the chronic sick — they all 
ought to have a wing for these cases. 

1477. Most of the hospitals now have 
geriatric departments. Is the point that 
they are insufficient, and the alternative in 

order to get attention is certification? 

Yes. I think we would agree that many 
senile patients should be nursed elsewhere 
if provision could be made for them. 

1478. (Sir Russell Brain): Would not that 
involve the consequence that ithe home to 
which the old lady went would have to be 
subjected to many of the conditions of 
mental hospitals? She would have to be 
locked in, which her visitors would see. 
Is it not difficult to see how you would 

avoid a stigma in that type of case? 

I do not think so. There is not the same 
stigma attached to dying in a public institu- 
tion as in a mental home. 

1479. (Dr. Rees): Can you tell us some- 
thing about the social stigma attached to 
going to mental hospitals. What is it due 

•to? It is due I think to two things. 

We are saddled with a large number 
of _ old-fashioned types of mental 
hospitals which are grim to look at 
and have acquired their reputation over 
•the years of being lunatic asylums. They 
are called mental hospitals now but it does 
not seem to affect the stigma. The word 
“ mental ” has been dropped. The name 
has been changed to “ The Poplars ” or 
“ The Lawns ”. That has not removed the 
stigma. I think the stigma lies in the hos- 
pital building. It does not apply to new 
ones. < It only applies to old ones. I think 
that is probably 'because the new ones 
are being used as modern psychiatric treat- 
ment centres. Also, I am afraid there will 
always be a stigma attached to the mental 
hospital that accommodates the chronic 
deteriorated case. I do not see how it can 
be avoided, blit it has been unfortunate that 
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the working of the Mental Treatment Act 
up to now has forced every type of psychi- 
atric case into the same mental hospitals 
with the chronic deteriorated patient. I do 
not see how the stigma is going to be re- 
moved until we can separate the chronic 
patients and leave them in the one hospital. 
There will always be a stigma attached to 
them but l think that is inevitable. There 
is no need to pass that stigma on to every 
other type of patient — the old people we 
were talking of. 

1480. You do not think the stigma 

is attached to the disease itself? In 

the case of the chronic mental patient 
I am afraid it is to some extent. I do not 
think there is much stigma attached to the 
conditions that respond quickly to treat- 
ment. I think the stigma is going now, in 
the public eye, from the patient who has 
had three months’ treatment for a nervous 
breakdown but has recovered. 1 do not 
think there is so much stigma attached to 
that now. The stigma certainly remains 
with the big mental hospitals that are 
accommodating the chronic cases. 

1481. '(Chairman) : There is a little con- 

tradiction in terms here. In paragraph 6 
you say the stigma arises out of going to an 
institution rather than out of the certifica- 
tion, but you now say it does not arise in 
the case of voluntary patients under the 
Mental Treatment Act, who come into pre- 
cisely the same institution. 1 was _ re- 

ferring then to treatment in those hospitals 
where they have separate accommodation, 
as a good 1 many of them have now. Some 
establishments call it a neurosis centre, 
others a psychiatric unit. They are separate 
Wings outside the Lunacy Act altogether. 

1482. i (Mrs. Braeldock ): Can we come 
back to the old people, and to Section 47 
of the National Assistance Act? There is 
the following provision: — 

“This section shall have effect for the 
purposes of securing the necessary care' 
and attention for persons who — 

(a) are suffering from grave chronic 
disease or, being aged, infirm or 
■physically incapacitated, are living in 
insanitary conditions, and 
(h) are unable to devote to themselves, 
and are not receiving from other 
persons, proper care and attention.” 
The Medical Officer of Health haying 
enquired into the matter and satisfied him- 
self that that is the position can ask the 
Court to make an. order for a period not 
exceeding three months in the first instance. 
Do you think that that is not being used 
sufficiently, that section of the National 
Assistance Act? Does that cover what you 
want as a different form of order instead 
of certification? 

1483. (Mr. Hylton Foster): I suppose the 
difficulty in Mr. Lawson-Walton’s case of 



the daughter is the limitation of the 

insanitary conditions? (Mr. Lawson- 

Walton): I am sorry, I am afraid I have 
not the particulars of that. It is a three 
month order, is it? 

1484. (Mrs. Braddock) : In the first place, 

yes. Yes, I certainly think it might. I 

do not know what Courts do in those cases. 

1485. (Chairman): I wonder if you have 
had occasion to use Section 28 of the 
National Health Service Act for providing 
homes for after-care, after discharge from 
hospital?—^ — (Dr. Scott Forbes): We have 
been forbidden from doing that by the 
Ministry of Health. — (Mr. Godsall ): There 
was a proposal by the County Council at 
one time that they should try to provide 
such an institution under Section 28 for 
people who were suffering from mental 
handicap or mental illness. We went to 
see the Ministry of Health and I think 
another Ministry — the Board of Control I 
think it was — and we were told that such 
a thing was not really within our powers. 

1486. How long ago was that? About 

three or four years ago. 

1487. Also in paragraph 6 you say that 
the social stigma prevents the proper use 
of the Mental Treatment Act, 1930. I won- 
der what you regard as the proper use of 

that Act? (Dr. Scott Forbes): We had 

in mind then, Sir, the fact that that Act 
introduced the voluntary patient but it did 
not introduce any new place for treatment 
except the same mental hospital where we 
have all the chronic cases, and we consider 
that a very large number of voluntary 
patients ought to have been provided for in 
wings attached to general hospitals, or in 
separate hospitals, or a completely separate 
wing of the main mental hospital. 

1488. Yes, but I thought you meant by 
this that advantage was not being taken of 

the Mental Treatment Act? (Mr. 

Godsall) : I think our point was this. Our 
local mental hospital at Exeter is called 
Exminster, and if a person who requires 
treatment is told by a doctor that he ought 
to go to Exminster it immediately fills him 
with some feeling of horror because 
Exminster is the local lunatic asylum, so 
that he feels that he ought not to go there, 
he does not want to go there. 

1489. That is your local experience? 

Taking the country as a whole nearly 70 
per cent, of all admissions to mental hospi- 
tals are voluntary patients. (Dr. Scott 

Forbes): I do not think that point means 
anything at all because there is no alterna- 
tive. It is all very well to say that a patient 
goes into a hospital as a voluntary patient, 
therefore the idea is a success, but that is 
not so. They go in there as voluntary 
patients because there is no alternative, not 
because it is -a success, and if you offered 
an alternative, namely a hospital outside 
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the mental hospital for the voluntary 
patient, well then you would find they 
would all go there, and they would not go 
into the mental hospital. 

1490. (Dr. Rees): Would not that other 
hospital, in the course of time, become the 

mental ' hospital? 'No, not if it were 

restricted. The practice is growing in many 
places ; I have in mind local places, for 
instance Barrow Gurney Hospital, Bristol, 
where they now have two villas outside 
the Lunacy Act altogether and the volun- 
tary patient goes there. Naturally, the 
patient would prefer not to go to a mental 
hospital. -I do not think the point really 
deserves discussion. 

1491. {Dr. Thomas ): In relation to what 
you said, the history of the development 
of the stigma over a long period of years 
means that in the old buildings there have 
been treated patients who eventually 
become chronic. This is rather a historical 
slant but the new hospitals vyhich are now 
set up have not yet got their chronic 
patients but they will eventually have, the 

same stigma? If they are allowed to, but 

there is no need for an acute treatment 
centre to get itself blocked up with chronic 
cases that gradually deteriorate. There 
must be the two. 

1492. What would be your provision for 

these cases, the chronic cases that will de- 
velop? There will, of course, always 

have to be the mental hospital for the 
chronic cases that never get better, there 
is no question of that, but you have the 
same with other diseases — the chronic tuber- 
culosis cases, that remain chronic cases. 
You are not going to suggest that every 
patient who has any chest disease, that is 
normally curable, has to go into a hospital 
for chronic chest cases, and I do not see 
why it should happen with psychiatric 
patients. You must have your acute treat- 
ment centres and it is unfortunate that some 
of their patients will become chronic and 
deteriorate, and will have to go into what 
we now think of as mental hospitals, but 
that will not produce any stigma on the 
acute treatment centre. 

1493. You feel confident that it will not 

develop? Not unless you make it so 

by keeping chronic cases there. 

1494. (Chairman): Your proposal under 
paragraph 6 is to have small homes or 
hostels, whatever you call them, for mild 
cases of mental illness. They will have to 

be hospitals will they not? -No, Sir. I 

think -rehabilitation centres would be a good 
name for them, if they must have a name. 

1495. Are they to- be for after-care, after 
treatment in a mental hospital? — -Possibly 
after out-patient treatment, not necessarily 
after in-patient treatment. 



■1496. But they are to cater for patients 
who- are referred by a psychiatrist after 
treatment? Yes. 

1497. They are not an alternative to 

psychiatric treatment? No. 

1498. And are these institutions, in your 
view, to have powers of detention?— — It is 
a difficult point to decide, because if the 
patient is not going to co-operate and do it 
voluntarily then the chances are that the 
training scheme will be of little use. 1 
think one would have to take the view that 
they would only be for the type of case 
that could co-operate, and therefore volun- 
tarily, which would really be best served 
by this sort -of scheme. 

1499. In other words, you would have no 

powers of detention? 1 do not think we 

really thought of that point, but I should 
say, No. If the power of detention is neces- 
sary for this sort of rehabilitation then the 
case does not seem to be ready for this part 
of the scheme ; it is more appropriate for 
the institution. 

1500. (Dr. Rees): What type of patients 

would you admit to such a hostel? 

High-grade defectives would be one type, 
and another would be the type of neurotic 
who had finished a course of treatment and 
wanted rehabilitation. 

1501. Finished a course of treatment, 

where? At the local hospital. 

1502. At the local mental hospital? ■ 

It might be, or the general hospital. 

1503. High-grade defectives and neurotics, 

what other types of cases? The type of 

case that has had a successful course of 
treatment, say for schizophrenia, and wants 
a period of training and help to get into a 
job. 

1504. And how do you staff such a place? 

; It is anticipated that there would be no 

heed for resident medical staff. If that were 
necessary, then the patients would not be 
ready to go to such an establishment. You 
would have to assume the patients were 
ready and would not need medical staff. 

1505. What do you mean by no resident 

medical staff? Would there not be a full- 
time doctor?- It rather depends on the 

size and the position, but the medical side 
might well be looked after by a local 
general practitioner calling in to deal with 
any cut fingers or colds, in the same way 
as some small mental deficiency places used 
to be run with just a local practitioner. 

1506. So there would be -no psychiatric 

treatment as such? Any psychiatric 

supervision that is required would be con- 
ducted by the psychiatrist who has sent the 
patient there, either by the patient visiting 
his clinic or by his calling, if he wanted to. 
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1507. The psychiatrist would send patients 

there and visit them there? They could 

do if it were necessary. If a psychiatrist 
was necessary, ‘that patient would go back 
to the psychiatric clinic from which he was 
sent, but we would not expect to have any 
psychotic people in such a oentre. 

1508. (Chairman ) : Psychiatric supervision, 

I suppose, would be exercised by the 
psychiatrist who referred the patient there? 

Yes, but I do not want to be too 

dogmatic because this requires careful 
thought. 

1509. (Dr. Rees): How would you staff 
the hostel from a nursing point of view? 
It depends on the size. A small estab- 
lishment of 20 or 30 could be run by a 
matron or warden with a nurse to deal 
with cut fingers and colds, and some domes- 
tic staff and teaching or training staff. One 
would envisage, for example, a country 
house being taken over with its own small- 
holding attached ; there would be a paid 
teacher in charge of the smallholding and 
the patients would provide the working 
party and learn a bit of the smallholding 
work and then gradually be passed out to 
a job. 

1510. Do you consider that such hostels 
should be run 'by the local health authority, 
the Ministry of Health, or possibly by the 

Ministry of ‘Labour? One does not like 

to introduce yet another authority to com- 
plicate things, and as the local health 
authority has been concerned in a good 
many of these cases for years I • see no 
reason why the local authority should not 
carry on and do this part of the work 
as well. 

1511. (Chairman): We come now, to what 
I suppose is really the meat of your pro- 
posals, paragraph 8. You introduce it with 
a general statement in paragraph 7 that it 
is impossible to contemplate depriving any 
person of his liberty otherwise than by 
judicial order. How old do you think that 

principle is in this connection? (Mr. 

Lawson-Walton): It goes back from time 
immemorial. 

1512. I think it dates from 1*890? Not 

farther back than that? 

1513. 1 think before 1890 the Justices had 

no powers except to deal with paupers. 

I think we put that in because one sees 
suggestions that it is a medical matter. 
There are different views, but why should 
a doctor take the risk of certifying some- 
body on his own authority? I do not think 
a doctor could afford to take the risk of 
a mistake. We feel very strongly that 
there must be a judicial order and that 
it ought to be given by persons who are 
appointed and trained to exercise judicial 
powers as they do in court. 

1514. Under the procedure you recom- 
mend you say that there must be some 



provision for dealing with urgent cases. 
(Have you considered the tendency for the 
summary urgency procedures to take the 
place of the general form of procedure? 

1 have not noticed that. It is seldom 

I come across an urgency case that has to 
be dealt with at once. 

1515. How often do you deal with an 

order? We have a good many. — (Mr. 

Aggett ): You are talking about the Lunacy 
Act where .the urgencies come, but under 
the mental Deficiency Act, we have not 
come across any urgency there. 

15 16. One of the difficulties in dealing 
with paragraph 8 is that I do not know 
what procedure is being described — the 
lunacy procedure or the mental deficiency 

procedure. This procedure is meant to 

apply to mental deficiency. 

1517. There is a question then under ( b ), 
if this is mental deficiency. Is it your 
custom in Devonshire to appoint all the 
justices of quarter sessions as judicial 
authorities? — —(Mr. Lawson-Walton): No, ■ 
only about 10 per cent., if that. They are 
very carefully chosen. 

1518. The picture drawn in (b) of the 
duly authorised officer, whoever it may be, 
going from justice to justice and taking the 
justice he knows to be the weakest is per- 
haps not a fair picture of the judicial 

authority? Well, it has happened on 

more than one occasion. But although 
only a few may be appointed a judicial 
authority, any magistrate can certify. — (Mr. 
Gadsalf): Only in urgency cases. — (Mr. 
Aggett): I think this going round from 
magistrate to magistrate does in fact apply 
more to lunacy than mental deficiency. I 
do not think we get that when petitions 
are presented, but we do get it where a 
man is certified. 

1519. Under lunacy, it is only possible 
under the summary procedure for any 
magistrate to act ; it would not be possible 

under the petition procedure? No.— (Mr. 

Godsa.ll): It is not unknown as regards 
mental deficiency. There was a case a short 
time ago where one justice refused the 
order and it was presented to another 
judicial authority who granted it. That was 
within the last six months. 

1520. If the judicial authorities are care- 
fully picked I think we must assume that 
one magistrate’s opinion is as good as 

another’s. May I just say this? The 

petition was presented to a Devon justice 
who rejected it and it was then presented 
to a justice in a county borough who 
granted it. 

1521. *How does that happen? The 
petition is presented where the person, 

resides, is it not? *As far as I remember. 

the patient was brought to the institution 
and the petition was presented to the judi- 
cial authority in Devon ; it was rejected 
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bv the Devon justice and the person went 
back to Plymouth, where a fresh petition 
was presented to a Plymouth justice and 
was granted. 

1522 'One justice was a justice of the 

place of residence and the other was a jus- 
tice of the place of the institution, is that 
right? Yes. X think that was it. 

1523 (d) and (e) raise the question of 
procedure, and your experience as magis- 
trates. You say in (d) that a doctor is 
rarely present. And you say in 0) that the 
iustice has n:o .power to grant legal aid 

I will not deal with legal aid at the moment 
—or to order independent medical enquiries. 

I should have thought that under Section 16 
of the Lunacy Act he had a right to call 
in a medical practitioner and _ under Sec- 
tion 6 (4) of the Mental Deficiency Act a 
right to adjourn for further evidence or 
information, and there is a comprehensive 
provision under Section 19 (2) of the Mental 
Deficiency Act. I should have thought the 
statement that the magistrate had no power 
to order an independent medical enquiry 
was not right. You mean that it is not 

the practice of the magistrate to do so /- 

(Mr. Aggett ): No, it is not but had we 
known it was possible we might have done 
so This again draws attention to the need 
for the Clerk of the Peace being present 
when these decisions are taken, as we have 
suggested somewhere ini the Report ; where 
our knowledge of the complete law is not 
very accurate, he would draw attention to 
it. 'But certainly none of our colleagues 
knew the existence of our power to call 
independent medical evidence. — {Mr . 

Lawson-W alton) : We have all this hearsay 
evidence on a form which says: “I have 
been told by another person that the patient 
has done such and such a thing ”. It does 
seem a little unsatisfactory. It has hap- 
pened on more than one occasion. 

1524. On what occasion? On recertifi- 

cation. On petition it is quite all right, you 
can call any evidence you require. On 
recertification you get the doctor s certifi- 
cate and the welfare certificate on the home 
conditions, and the doctor’s certificate has 
a space which says: “I have been ? told 
that ”, or “ someone has told me that . 

1525. (Mrs. Adrian): Does the doctor not 
always have to fill in a space for facts 
observed by himself? It. is not only on 
information indicated to him, is it? No. 
But one has to take such tremendous care 
before fining someone ten shillings tor 
parking on the wrong side of the street, 
and it is a rather slap-happy method to see 
something written out that was told by 
somebody else. It does seem a long shot 
for taking such a very serious step. 

1526. (Chairman): I am npt quite clear 

now whether you are speaking of proce- 
dures under the Mental Deficiency Act? 



In a petition or recertification we go on 
documentary evidence. 

1527. You say, recertification, I am not 

quite sure what you mean by that? 

When a patient goes to an institution under 
the Mental Deficiency Act, after a certain 
time the order expires, and there are also 
the majority cases. There, as I say, you 
get just this report on paper. There is no 
one there to keep one straight on the law. 
We hear what no lawyer could possibly call 
evidence and yet we take a far greater and 
more serious responsibility on our shoulders 
than we would in the ordinary magistrates’ 
court where everything has to be done 
properly and in order. One has not the 
power, that is what we suggest in the report. 

1528. You are speaking now about the 
occasion of a mentally deficient patient 

reaching the age of 21? {Mr. Aggett): 

And when they have completed their first 
year. I mean, you have cases for recertifi- 
cation and also majority cases at the same 
time. 

1529. What do you call recertification? 
Is that considering a continuation order? 

- — It is called recertification, yes. 

1530. That has been ruled, as you know, 

not to be a judicial procedure? (Mr. 

Lawson-W alton): As it stands at present 
it is not. It is a very slap-happy procedure 
for such a serious responsibility. — (Mr. 
Aggett ): And obviously, if it is not going to 
be a judicial procedure, then the magistrate 
should' not be called in. 

153-1 . You propose that two justices 
should sit on every case. Have you con- 
sidered whether a more formal procedure 
such as you suggest is really compatible 
with treating the justice as the authority 
for initial removal? I mean, you want a 
procedure with at least two justices where 
the justices shall have scope for making full 
enquiries, and therefore facilities for 
adjournment. Will you not, almost 
inevitably, have the vast majority of original 
initial removals to hospital done by one 
justice on a summary procedure? You do, 

I think, provide in your proposals that a 
single justice should be able to do that^ — - 
We have provided that. In the difficult 
cases we want two justices. 

1532. I wonder whether, having got most 
removals authorised under a summary pro- 
cedure, the single justice is worth keeping 
under those conditions. If the patient is to 
‘have 'the right of appealing for _ a full 
judicial inquiry afterwards, is the justices 
order for removal really worth retaining? 

(Mr. Lawson-W alton): Somebody has 

to order his removal, and as l said before, 
I think it should be by judicial authority 
and not just ai medical order. A patient 
leaves his house and is taken to a hospital, 
and I think the only person to do that 
should be a judicial authority with powers 
of restraint. But I do not see why m every 
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case there should be two justices, though 
two justices have to sit when there is a 

recertification. 



1533 Now we are getting -back to the 
Mental Deficiency Acts ; that is the difficulty 
of dealing with the whole thing at once. 

-(Mr. Aggett): I think a justice is 

necessary in the case of mental illness, 
because we do come across cases where the 
families are anxious, for one reason or 
another, that a person should be sent to a 
mental hospital and the doctor is m a 
quandary. I had a casQL myself two years 
ago which in fact I refused to certify. It 
was an elderly gentleman of 90 who was 
blind, and his daughter had been looking 
after him for some 20 years and she was 
becoming a little worn out in the task. 
She asked the doctor whether he could not 
get her father away to a hospital where 
he could have more careful attention, and 
the doctor said he would, and as a result 
he set the machinery in motion to have this 
.person certified. I was not satisfied that 
that was a proper case for me to make 
an order. That borders somewhat on collu- 
sion, and I was very disturbed by it. Cases 
do occasionally occur like that and I think 
it is desirable that a justice should make 
the order, in order that he may be the 
safeguard between the public and the 
individual. 



1534. i (Mr. Jackson ): Is it essential 

though to your main principle that you 
should bring the justice in for every 
removal? It has been suggested to us by 
other witnesses, who very much wish to 
retain /'the justices and. make their pro- 
cedure more judicial, that an actual removal 
might not require any justice’s authority 
provided that the case comes before justices 
within a certain period afterwards when it 
can be considered whether a further deten- 
tion ought to be ordered? 1 am quite 

satisfied with that, provided the period was 
not too long. 

1535. That would meet your main 

principle? -Yes, definitely. — (Mr. Lawson- 

Waltori): I would not be ( happy with that, 
as a lawyer. It is like giving people powers 
of arrest. The police are vested with certain 
powers of arrest, and justices _ are given 
certain powers of detention which are not 
given to anyone else, and for somebody to 
come along and say : “ We will take you 
off and then you see the justice in a month’s 
time ”, would make me very uneasy. 



1536- But provided this was within a 

certain period? (Mr. Aggett): Within a 

short period, yes. — (Mr. Lawson-W alton ): 
But somebody may come along and _ say : 
“Take that man to a mental hospital”. 
They may turn round and say: “Who are 
you?” — (Mr. Aggett): The local authority 
already has such power to take . people 
away for care, and I think this is com- 



parable, provided the period is a short one, 
and provided it came later before a justice. 

1537. It was also represented to us that 
by bringing cases later and not at the time 
of removal you would enable the justices 
to deal with the case more conveniently 
because they could sit in a more normal 

way. Would you agree with that? 1 

would. — (Mr. Lawson-W alton): It is a point 
in theory, but in practice, I dislike someone 
being given power of detention; of course, 
it is given in emergency. 

1538. {Mr. Hylton-Foster): Could one get 
at it in this way? /Have you ever heard of 
any trouble about the effective power of 
detention which is given by the Mental 
Treatment Act to the doctor? Nobody has 
ever groused about that? It would be 
parallel, .would it not, with what is now 

being put to you? Yes, I am being a 

little difficult perhaps, but it strikes me as 
rather horrible. 

1539. {Chairman): From your experience, 
which do you think tends to be the more 
perfunctory procedure, the procedure when 
a justice is asked to issue a summary order 
for removal, or the case where the justice 
comes in at the end of three or seven days 
to examine a patient who has been sent 

on an emergency order? {Mr. Aggett): 

It would depend upon the justice ; I think 
probaibly the summary order would 
normally be more perfunctory, but it 
depends upon the justice. In our area all 
the justices do in fact try to take the 
same care with summary orders as they 
would if they were sitting in court. 

1540. What I mean _ is this, if you are 
acting summarily, or if you act within a 
time limit of 14 days say, it militates against 
an inquiry. If you make the period which 
may elapse between removal and certifica- 
tion too short, you make it impossible, or 
that much more difficult, to conduct a 

proper and full inquiry? (Mr. Lawson- 

W alton): Inquiries would not have to be 
made. The patient would not be in front 
of us unless we had a report on the home 
background and circumstances^ — (Mr. 

Aggett ): That surely could be decided by 
the justice when he hears the case, and he 
could adjourn the case. I think there is a 
good deal to be said for a short period. 

1541. You do not wish to extend what is 
possible under the present Act, where the 
maximum period before a justice is called 

in is 17 days? 1 think a fortnight is 

quite long enough to send a man away. 

1542. There is one further point and that 

is the question of legal aid. Is legal aid 
never granted? No. It is rather extra- 

ordinary but we notice that when legally 
represented a person does not usually get 
certified. It does in fact show that when 
legally represented the case is put in a 
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different light— (Mr. Godsall): I think I 
have only known three in the last few years 
where there has been any legal representa- 
tion. at all. 

1543. Do you know why legal aid is not 

grantable in cases before a justice? 

There is no provision for it under the Legal 
Aid Act, in these cases— (Mr. Lawson- 
Waltori): 'When you get people such as the 
high-grade mental defectives, you really feel 
when they lose their temper and shout and 
call you names that it does not help their 
case, whereas if they get some legally 
trained person who> could represent their 
views it would be better. You might have 
many parents who, as we know, want the 
young people back for very improper 
reasons, just because they can scrub a floor, 
but it is a very difficult decision to take, 
especially if you have a rather hysterical 
father or mother shouting at you. 

(Chairman): I think perhaps before I 
pass to paragraph 111 ought to give other 
members of the Commission a chance to 
ask questions on paragraphs 8, 9 and 10. 

1544. (Mr. Jackson): There is one point 
in paragraph 10. Why, if you want to make 
this more normally judicial, do you want 
to do it in this way, that is to say by 
bringing in the Clerk of the Peace, instead 
of doing it through the ordinary organisa- 
tion of justices under which one would 
expect the justices’ clerk to make an appro- 
priate arrangement and be in attendance? 
— .. - (Mr. Aggett ): Because in this matter 
the Clerk of the Peace is in fact the person 
who is interested and who does the adminis- 
trative work in regard to- it. The justices 
are acting then as County justices and not 
within their own petty sessional division, 
so- the Clerk of the 'Peace is the right person. 
I would have thought, to sit with the justices 
in that connection. 

1545. If you are making it more akin to 
ordinary judicial practice, which is the 
whole burden of your evidence, why set up 
a special panel which is neither Quarter 
Sessions nor Petty Sessions? Why not let 
it follow the ordinary practice of coming 

before the normal body? Because we 

are anxious that the judicial authorities shall 
be appointed for their qualifications, that 
the panel shall be as small as possible so 
that they may get experience. It is done 
by Quarter .Sessions at present and we are 
suggesting that Quarter Sessions will appoint 
what we call a standing committee in the 
same way as we appoint the summary juris- 
diction appeal committee, of which the 
Clerk of the 'Peace acts as clerk, and he 
would act as clerk in this. I should have 
thought that was the proper way to 
do this ; otherwise you will put an undue 
burden on the normal clerks of Petty Ses- 
sions, particularly in view of the fact that 



the tendency today is to have a full-time 
clerk who can take on a number of divi- 
sions, and they would normally ibe employed 
full-time. I do not think they would have 
time to deal with this, nor would they have 
the knowledge. Of course, the Clerk of the 
Peaoe in his ordinary departmental work is 
always dealing with mental cases and would 
in fact be an authority on the law. — (Mr. 
Godsall): May I just add this? The effi- 
ciency of justices depends on the number of 
times they sit. If they have a lot of prac- 
tice they get much better. If it is left to 
every -individual division in the county, you 
would probably get them in some divisions 
not sitting more than once every two years 
and they would be inexperienced in the 
work. Therefore you want a panel of jus- 
tices, and as they cannot be normally spread 
all over the county you have to try and 
centralise it and that is the only way of 
getting a sufficient number of justices who 
are in constant practice. 

1546. And why do you want a single 
justice to act, if you are bringing this more 
into line with ordinary matters? You refer 
to a single justice instead of the 

customary two justices. Well, Sir, 

one could have two, of course, but in 
point of fact so many of the cases are so 
exceedingly simple, if it is gross mental 
deficiency for example. It is merely a 
formality, if a person cannot walk, speak, 
talk or do anything at all, and there seems 
little use in having two justices. 

1547. In other words, the point of 
making a special panel is simply to get a 
more specialised body, and the individuals 
will have greater _ experience?— — Yes, and 
they could deal with the most difficult cases. 

1548. (Chairman): We will pass on to 
'Paragraph 11. You recommend that the new 
judicial authority in mental deficiency cases 
shall be able to require an affidavit from 
the local health authority. Do not magis- 
trates in fact ask for such an affidavit now? 

(Mr. Aggett): No. There is a form 

signed by .the parent giving consent but we 
feel that we ought to know why that 
consent is given. In cases of adoption of 
babies, where the mother of an illegitimate 
child has to give her consent, she has to 
come before a Justice of the Peace who 
makes quite clear the implication that 
attends the signing of the form. We have 
heard of a number of cases where a parent 
merely gets a paper and is told to sign it, 
and it is signed without any explanation. 

1549. It is not sufficient under Section 2 

(1) ( b ) for the parent to consent to a mental 
defective being confined? No, but con- 

sent has to be given, and is always before 
us on recertification. 

1550. But how do you know that the 
child is neglected under 2 (1) ( b ) unless you 
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have an affidavit from the local authority, 

or from somebody? (Mr. Godsall ): You 

get that on the petition itself, which tells 
you something about the history. It is 
sent to the justices from the local health 
authority with particulars of the case ; hut 
that of course is not an affidavit, it is 
merely an ex parte statement by one of the 
health visitors who has 'been round and 
inspected the case. It is their report, and 
the only point about having an affidavit is 
that occasionally the person does not under- 
stand precisely what he is signing. I have 
had that feeling once or twice that the 
parents do not quite understand, and that 
there is a possibility that they do not realise 
the implications of what is going on, and 
therefore I thought that there ought to be 
some independent witness to the signature 
so that it is something more than a 
formality. 

1551. Yes, 1 see. What is your practice 
in dealing with cases where the ground for 
asking that the person shall be dealt with 
is the ground of the report of _ the local 
education authority that he is ineducable 

under the Education Act? As far as I 

remember, we get a statement from the local 
education authority, but I do not think, we 
get anything else. I have not dealt with 
that personally for a year or two and 1 
forget the details of the procedure. — (Mr. 
Lawson-Walton ): We get a written report. 

1552. You get a report from the educa* 
tion committee and you get a report from 
the local health authority on that occasion 
saying what they propose to do with the 

•child? ’And from ;the welfare bfficet 

about home conditions and the reasons why 
the children cannot be kept at home and 
why they have to have proper supervision, 
and so forth. 

1553. Do you find the difficulty is, so to 
speak, not being able to go behind the 
report of the local education authority, 
where it is a question of a child still of 
school age incapable of being educated? 

They are very difficult. We have to 

take it more or less de facto. They are 
the authority for this and they say: “This 
is a case,” and if it 'be true we have a 
certain duty to perform. We do feel that 
we ought to have some appeal tribunal to 
which not only others but we ourselves 
could refer a petition, or a question of re- 
certification, if we had any doubt. -It is not 
satisfactory because, as I say, one cannot 
call evidence as in any court of law, but 
these written statements, these hearsay 
statements, are always provided to us and 
on that we have to work. 

1554. (Mrs. Adrian ): Is it not possible at 

that .point to remand a case and ask for a 
medical opinion, or ask for the Medical 
Officer of Health's opinion, or a consult- 
ant’s opinion? 1 think in difficult cases 



very often the Medical Officer of Health 
does come. He says : “I have come this 
morning because it is a difficult case." 

1555. And you can ask him to come? 

Yes. 

1556. (Mr. Hylton-Foster ): And when he 
does come I suppose his description of the 
condition is based on opinions that he has 
been told, that he says he has 'been told? 

(Mrs. Adrian ): Not entirely, surely? 

(Dr. Scott Forbes ): Very largely, in recerti- 
fication, when the iMedical Superintendent 
is given the onerous duty of doing every- 
thing, and with his institution of a couple 
of thousand patients he is expected to 
express an opinion, while in actual fact it 
is one of the medical officers who passes 
on his opinion, to him and he expresses it. 

1557. (Dr. Reed): Are you suggesting 

that Medical Superintendents do not 
examine these patients themselves? Un- 

doubtedly they would, but they cannot 
possibly know the patients as well as the 
medical officers who are actually looking 
after them, and he may well only have 
seen the patient specially for the purpose 
on that occasion of reporting. 

1558. /But is it not the practice for them 

t 0 ‘ do ■ their own recertification? (Mr. 

Aggett ): 'Generally they do, not always. 

1559. And they take some considerable 

time over some of their patients? (Dr. 

Scott Forbes) : Yes, but I was meaning when 
we were talking about the Medical Officer of 
.Health or the 'Superintendent being present 
to describe the case and so on, it does not 
necessarily follow because he is the Super- 
intendent of the institution that he has seen 
the case more than on the one occasion, 
perhaps just for the purpose of that recerti- 
fication, or if he has, it may be quite a 
long time ago, because under the Mental 
Deficiency Act they may not be recertified 
for a period, once every five years, and of 
course, the same thing would hold good 
for a Medical Officer of Health, or a 
doctor on the staff. He would probably 
just see the patient on that one occasion 
for the purpose of recertification. 

1560. Are you suggesting that he never 
sees his patients in between certifications? 

Of course he sees them to a certain 

extent, but he has got his own staff who are 
actually dealing with the patients through- 
out the year. In many instances there are 
over 2,000 patients and one does not sug- 
gest that the Superintendent is looking after 
every patient. He may be doing so nomin- 
ally, but not in practice. He could not, 
he has to leave it to his assistants. 

1561. (Chairman): I see you are asking 
in your proposals that all cases should be 
heard close to the parents’ place of resi- 
dence, but would that not raise another 
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difficulty? It may be in another jurisdiction 

100 miles away? (Mr. Aggett ): It may 

well be, but the fact remains that we think 
that one should pay the expenses of the 
people to come. We do feel that they 
ought .to have the right to attend, and it 
should be made possible for them to do so, 
and if the mountain will not come to 
Mahomet then Mahomet must come to the 
mountain ! 

1562. But your justices cannot sit in 

another county. (Mr. Godsall ): May I 

explain this? The position is, as I under- 
stand it, that a petition is presented to the 
judicial authority in the place where the 
patient is. If the patient lives in Cornwall, 
and a vacancy is found for him at our 
Royal Western Counties Institution at 
Starcross, the common practice is to send 
the patient there, and then the petition is 
heard by the Devon justices. In point of 
fact the patient lives in Cornwall but he 
has been removed to Devon under a place 
of safety order, that is a temporary sort of 
detention order. If the patient comes from 
Cornwall, the petition may be heard in 
Cornwall before he is removed to the insti- 
tution, or else in (Devon, when the patient 
has been removed there. 

1563. Paragraph 12 raises the whole ques- 
tion whether, with the exception of the 
determination at the age of 21, the visita- 
tion system as it is defined in the present 
law is worth retaining. What are your 

views about that? (Mr. Aggett)'. We 

think it is worth retaining, but we think 
that the decision of the judicial authority 
should have the same finality as it does 
in the first instance. The decision of the 
single justice when the petition is pre- 
sented is final, but when the two justices 
sit on what is known as the recertification 
their decision is subject to be overridden 
by the Board of Control, who on a number 
of occasions have in fact put aside the deci- 
sion of the justices without any explanation 
or notification to them. While it is true, 
if that is the procedure to be taken, it is 
better to do away with the justices, we feel 
they ought to be there, because these people 
are being deprived of their liberty, and on 
recertification they ought to have the judi- 
cial authorities to see them. 

1564. Is it the practice in Devonshire that 
the judicial authority also does the Visiting? 

Yes, they do the recertification. — (Mr. 

Lawson-Waltori ): We were referring to the 
question of recertifying. Yes, of course we 
do and I can assure you we are very strong 
on this point. I can remember the case of 
a woman who was out on licence, in 1945 
or 1946. She was being exploited. She did 
all the house work, all the shopping and 
all the cooking. She was up by half-past 
six and up at night until half-past ten. We 
got the impression that she did everything, 



including coping with the ration books. We 
asked the Welfare Officer about her in case 
there was something that we did not know, 
and she said : “ She is perfectly all right 
in my view, but the one thing that would 
put her completely right would be if the 
order were discharged. She would be so 
happy, and she has promised that she will 
be good if you discharge, the order”, and 
this lady was grateful indeed. For a fort- 
night we all sat back and then the Board 
of Control, without any reference to us — 
and we had tried to do our duty conscien- 
tiously — put the order back again. 

1565. Did you confer with the Medical 

Superintendent? It was on the Medical 

Superintendent’s report, I presume— H was 
not told — that the Board of Control put 
the order back. 

1566. Yes. but did you ask the opinion 
of the Medical Superintendent about this 

case before you reported? The. Medical 

Superintendent? He did not oppose. — (Mr. 
Godsall): He must have opposed. I gather 
the practice is that, if the decision of the 
justices is contrary to the recommendation 
of the Medical Superintendent, the 'Super- 
intendent puts in a report to the Board of 
Control to make an independent examina- 
tion, and I presume they do. The justices 
never -hear any more about it, that is the 
point. 

1567. Is it the custom for the Visitors 
considering these cases to consider them 
without consultation with the Medical 

Superintendent? (Mr. Aggett): No, he is 

present. — (Mr. Lawson-Waltori): In this 

case at Exeter we did not havc the Medical 
Superintendent but we had his report and 
there was nothing very much in it, except : 
“ In my view this case requires care and 
supervision ”. Having seen the lady our- 
selves, and having spoken to the Welfare 
Officer we could not see what other care 
was required, but our opinion was wasted 
and the Board of Control set our opinion 
aside. 

1568. (Mrs. Adrian): But you did not 
inquire from the Medical Superintendent 
what his reasons were?— — No, I just read 
his report. 

1569. You could have summoned him? 

1 could have summoned him but I have 

never known a more clear case in my life. 
—(Mr. Godsall): It would be some ten 
miles away. This is a : recertification case, 
you see, on licence and therefore the re- 
certification hearing would take place in 
Exeter and not necessarily where the 
Medical Superintendent of the institution 
would be, so it would not be open to ask 
the Superintendent to attend at the hearing. 

1570; But on remand? It could have 

been left over, yes. — (Mr. Aggett): Tt was 
such a perfectly clear case. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF JUSTICES FOR THE COUNTY OF DEVON 



259 



1571. i (Chairman): iln that sort of case, 
what do you feel to be the urgency of 
i discharging the order? The patient is 
already on licence, she is already free, 
though she might be called back for some 
reason, but what do you feel are the argu- 
ments for releasing her altogether, so to 

speak? A person should not be detained 

unless the justice considers the reasons are 
adequate to detain that person. When the 
recertification is held there are usually three 
more months to go before the present order 
expires, and we are suggesting that there 
should be an appeal so Lhat if the Board of 
Control felt the justice had not made the 
right decision they would have the right of 
appeal, as one has in the courts. — (Mr. 
Lawson-Wolton ): We do not put much 
about appeal in our memorandum, but we 
have since drawn up a very short note of 
what we wish to propose, which I will 
read: — 

“ (1) -Parent or guardian, or Board of 
Control, may appeal against the decision 
of a judicial authority, or a judicial 
authority may, in a case of .difficulty, refer 
a case to an Appellate Tribunal. 

“(2) This Tribunal should consist of 
not less than three, or more than five, 
judicial authorities, it should have the 
power of calling witnesses on subpoena, 
taking evidence upon oath, calling for all 
documents, including those in the custody 
of the (Board of Control, relevant to the 
case, and should have the right to grant 
Legal Aid to parents or guardians, in 
appropriate cases.” 

At present there is no appeal from our 
decision, and no. appeal from the decision 
of the Board' of Control, and when one 
thinks of the tremendous facilities given to 
people in criminal cases it seems — as in the 
case of this woman — that we ought to be 
able to say to the Board of Control : 
“We want to go before the appeal 
tribunal ”, 

1572. Yes, I appreciate all that, but I 

wanted to find out how you viewed the kind 
of case where the person concerned . is 
already on licence and you are really asking 
the Medical Superintendent, from the insti- 
tution’s point of view, to give up all 
eventual power or control, so that if she 
goes wrong the whole business of certifica- 
tion has to be done over again, as against 
retaining her subject to a very mild super- 
vision, -keeping an eye on her? 1 know 

from my own personal experience that the 
more knowledge of freedom he has the 
more beneficial the effect on the mentality 
of the person, if he lias been under control 
for a great number of years. There was 
the case of a girl who was employed 
as a maid, when out on licence, 
and at the end -cf the first .month 
she was a different woman ; at the 
end of six months she was one of the best 



maids we had and at the end of the year 
we had the certification removed, and she 
was so happy. It had to go before a 
tribunal, ibut the effect on that girl of 
knowing that she was free, could not be 
pulled back, was very good. The Welfare 
Officer, who has had a great many years 
of experience, said: “The one thing that 
wiill make her all right is to be free ”. I 
speak subject to correction. — (Mr. Aggett ): 
There is no doubt that the psychological 
reaction is good in many of these patients 
because they are anxious to go home. The 
remarkable thing about U is, .1 think, in 
these cases where the justice has been over- 
ruled by the iBoard of Control, that the 
patients have ultimately been set free and 
there have been reports that they have done 
remarkably well and there has been no 
relapse. We feel that has justified the 
decision made by the judicial authority, but 
some of them could have been released 
earlier. Some of them have been released 
quite shortly after the decision made by 
the Board of Control. — (Mr. Lawson- 
Walton): Of course, some of us feel that 
some of them under detention should not 
be under detention. 

1573'. Yes, but as far as this is con- 
cerned, if they are on licence from a mental 
deficiency hospital they are not nearly as 
much under detention as a person is in an 

isolation hospital? (Mr. Aggett ): But 

they do feel themselves subject to restric- 
tion, as in fact they are. 

1574. I do not think 1 want to ask you 
any questions on. the remainder of this 
section, except that in Paragraph 13 you 
raise the question of the Visitors in another 
capacity — the visitation of licensed houses. 

We feel .that as far as criminals are 

concerned there is provision in the law 
for visiting justices to see them — they may 
make applications to ensure that they are 
treated in accordance with ordinary humane 
standards — and we felt that at least should 
also apply to these unfortunate people 
who are ill. They should have the 'benefit 
of making such complaints as they may 
want to, or even to make an application in 
regard to their ultimate discharge. We know 
that hospital authorities do this, the hospital 
committee makes visits. 'What we had in 
mind was that there should be some 
independent body, as there is for prisons, 
where the visiting committee is independent 
of the prison authority, and so there ought 
to be someone independent of the hospital 
authority with regard to these mental 
institutions. 

1575. 1 suppose, strictly speaking, the 
visitation of licensed houses arises from the 
fact 'that it is the justices who have hitherto 
licensed them, rather than . because the 
justices are responsible for signing orders, 

or sending people there, is that not so? 

I think there is a connection. We feel 



Printed image digitised by the University of Southampton Library Digitisation Unit 



260 



ROYAL COMMISSION ON MENTAL ILLNESS AND MENTAL DEFICIENCY 



that these people are deprived of their 
liberty. Every precaution is taken in regard 
to criminals to see that they have a. fair 
deal, and so on, and there is a limitation 
for the period they may be detained. There 
very often is no limitation to the time that 
these people can be detained, and we feel 
that there should be some independent 
tribunal, some independent person, who can 
visit them and see that everything is all 
right,’ in order to. allay public anxiety 
very often. — (Mr. Lawson-W alton) : Mr. 

Aggett happens to be Chairman of our 
Prison Visiting Committee, and the law 
compels that a visiting justice shall go 
round and see every prison once a week, 
and the prisoner has a right to make any 
application in private. It is an awful bore 
sometimes but it is astonishing the grumbles 
and grievances they have, trifles which to a 
normal person would not matter, but when 
they are shut up mole-hills become moun- 
tains. The mere fact that they can discuss 
it and get it off their chest makes an 
enormous difference to the way they settle 
down in their circumstances. So we thought, 
here are these people, deprived of their 
liberty for five years — one does not want 
to give the impression we are going round 
to see if the Medical Superintendent is 
doing his job, that would be impossible, 
but it would be helpful to these people to 
know that there is some friendly and 
responsible person going round from time 
to time to see how they are getting on. 
It would be a frightful job, as it is with 
the prisons, but at least they get their com- 
plaints off their chest, and we think it would 
be very beneficial to the inmates. 

1576. In Paragraph 15 you mention 
voluntary treatment, do you mean volun- 
tary treatment under the parents’ order for 
.children, or do you mean voluntary treat- 
ment for adult defectives who apply on 

their own behalf? (Mr. Aggett)-. Both 

adults and children, who would .make the 
application through their parents. 

1577. Have you any views as to the age 
up to which a parent should be able to 

apply for a child? (Dr. Scott Forbes ): 

At present it is 16. — (Mr. Aggett ): It is 
difficult to say. I should say 16, as it is 
the present age. It would be as well to 
stand by that. We would suggest 16.' 

1578. That is the .present age? Yes.— 

(Mr. Lawson-Waltori) : That is the age-.at 
which it seems to be determined the child 
can make its own decision. 

1579. (Mrs. Adrian ): Surely under the 
Mental Deficiency Act it is 21, and 16 

under the Mental Treatment Act? (Mr. 

Aggett): That would be a matter for the 
legislature. 

1580. Are you suggesting that with a men- 
tally defective child leaving school at 16 it 
should not be possible for the parents to 



place it voluntarily up to the age of 21?-^— 
That may be an argument to make it a 
higher age. We would accept that. We 
have no hard and fast ideas about it. 

1581. (Chairman): Your Paragraph 16 
raises a technical point which II do not 
think we need linger over. Is it not a fact 
that Section 26 of the Magistrates’ Courts 
Act deals with remand for medical exam- 
ination as part of the procedure for com- 
mittal? Sometimes it ' arises after com- 

mittal. Perhaps the justices do not con- 
sider it necessary, but the Quarter Sessions 
when the case comes up may consider it is 
desirable. The magistrates do in fact often 
remand for a medical report but when they 
are sending a case for trial they are merely 
examining magistrates and in that case they 
do not wish to tread on the toes of the 
higher court, and they merely consider 
whether there is a .prima facie case. Having 
considered that, unless some submission is 
made by the defence— and usually they re- 
serve their defence— it is just a matter of 
committal for trial ; then the power for the 
order of this medical report is lost.— (Mr. 
Lawson-Wallpri): In a case which is going 
to be committed for trial it is not for the 
court below to go into the mental condi- 
tion of the defendant. They merely have 
to find whether or not there is a prima 
facie case against him, and it is for the 
court above to consider how far his mental 
condition bears upon his criminal respon- 
sibility. I may not like or rely on the 
opinion of the prison doctor and then I 
might say: “I wish to have an opinion 
from Dr. Scott Fonbes”, and then Mr. 
Godsall rises in his wig and gown and says: 
“ But it will cost the County ten ^guineas. 
You must have the prison doctor ”, and I 
say: “I will not have the prison doctor. 
The County can pay ten guineas 

1582. I am not quite clear about your 

objection to the prison doctor? 1 am not 

complaining about any particular doctor, 
but a prison doctor is a prison doctor and 
does not have, I think, the psychiatric ex- 
perience that psychiatrists have. I suppose 
they come from all branches of the medical 
profession, but I do not think a prison 
doctor carries a great deal of weight on 
psychiatric subjects. — (Mr. Aggett): I do 
not think we are so much concerned about 

" that. We are concerned that the lower court 
has certain powers and the superior court 
•'has not similar powers which they ought to 
have. 

1583. The superior court has surely got 
the powers? At any rate, a Judge of Assize 
can call for any reports he likes. Is it lack 
of powers in the case of an assize court 

judge? 1 (Mr. Godsall ): I think the real 

trouble arises say where there is a caseof 
a poor person which is defended. The 
solicitors come in if the court below have 
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committed and the defence want an inde- 
pendent examination by a mental specialist. 
There is no power to get that paid for out 
of public funds, and the man himself has 
no money to pay for it. 

1584. Is this a case where the defendant 

has legal aid? Yes. 

1585. Is the medical report not covered 

by legal aid? 1 do not think so. 

1586. That is a point which can be looked 
into. I am not sure why the defence should 
not bear the expense of an independent 

medical opinion. 1 do not know why, 

at all. 

1587. {Mrs, Adrian): I should like to go 
back for one moment to paragraph 15 — 
the voluntary treatment of defectives. 
Do you think ' from your experience 
that high-grade mental defectives _ in 
need of training would be likely 

to become voluntary patients? (Dr. Scott 

Forbes ): I think quite a number would, 
yes. To what extent they will persist, I do 
not know, (because they are a group who 
are very liable to change their minds, and 
there would be no power to hold them. I 
have no means of estimating whether they 
will persevere with it, but I am sure it is 
worth trying. 

1588. (Dr. Wilson ): In Paragraph 12, there 
is a suggestion there that there is a medical 
bias in the Board of Control. I wonder 
if the deputation would be surprised to 
learn that, certainly prior to the Health Act. 
I think the impression of most Medical 
Officers of Health was that the bias was pre- 
dominantly legal. Perhaps that shows they 

are fair after all? (Mr. Aggett): It is a 

question of evidence, is it not, if the medical 
report goes before the justice and the Board 
of Control? 

1589. (Chairman): Is there anything that 
you would like to add? One always feels, after 
an examination like this, that one may have 



prevented the witnesses from bringing out 

some points important to them? (Mr. 

Lawson-Walton): There is only one matter 
which I would like to add to, that is the 
question of the appeal, which I feel strongly 
about. 

1590. That is an appeal in the case of an 
original petition, or in the case of recertifi- 
cation, or both? 'Both, and of course, as 

I say, the Board of Control could say in a 
case: “We do not agree with the justices’ 
decision. We think an order should 'be 
made”. We can say: “Very well, take it 
to our colleagues and we will go into the 
matter ”. I think it would be a tremendous 
safeguard, and I think the public would 
be very much happier if there were that 
power. 

159-1. One question occurs to me._ One 
may look at the justices in relation to 
mental deficiency from two points of view, 
either as a judicial authority, with the 
mysterious sanctity of persons invested with 
judicial power, or as representative local 
people correcting expert opinion by their 
knowledge of the locality. It is important 
in the case of mental defectives, where the 
whole thing may stand on your judgment of 
whether they can remain in the community 
or whether they must be taken out of it, 
and your appeal tribunal will have consider- 
ably less local knowledge than the original 

tribunal? That is not so, because the 

justices in Devonshire come from all over 
the County, and they would be the same 
in the appeal as the judicial authorities are 
now. The members of the appeal tribunal 
would be drawn from exactly the same 
ranks as the Devonshire authorities, and so 
I think their impression of local knowledge 
would be equally divided. 

1592. It would be a County appeal 

tribunal? (Mr. Aggett): Yes, what we 

call the Standing Committee. 

(Chairman): Thank you, gentlemen. 



(The witnesses withdrew .) 
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